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® Navy training helps to build strong, 
healthy bodies. 


First in command of establishing 
health habits in civilian life is the 
family physician. When the daily rou- 
tine for regular bowel habits is disturbed, 
the physician’s recommendation of 
Petrogalar* frequently facilitates a re- 
turn to normal. 


Petrogalar helps soften the stool and 
renders it mobile for comfortable bowel 
movement. Consider Petrogalar for the 
treatment of constipation. 


A 


FOR THE TREATMENT OF CONSTIPATION = 


Petrogalar 





*Reg. U.S. Pat. Off. Petrogalar is an aqueous suspension of pure 
mineral oil each 100 cc. of which contains 65 cc. pure mineral oil 
suspended in an aqueous jelly containing agar and acacia. 


Petrogalar Laboratories, Inc. + 8134 McCormick Boulevard «+ Chicago, Illinois 
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DUOSULFON OINTMENT, “Haskell” 


(12.5% each of sulfanilamide and sulfathiazole 


in a readily absorbable, greaseless base) 
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Offers Definite Advantages for the Topical Use of Sulfonamides. 
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Surgical-Laboratory Repair 
Service 


Box 240 
RICHMOND, VIRGINIA 














THE CHIEF 


reason for prescribing Liquid Extract 
of Liver With Iron Valentine; it’s a 
whole liver extract. This oral prepa- 
ration retains the natural B. complex, 
the Cohn-Minot & Whipple Fractions 
from the liver with the addition of 
5 grains of iron per fl. oz. 
Supplied in 8-oz. amber bottles. 
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We squeezed into this bottle... 





EDERLE was a pioneer maker of parenteral liver ex- 
L tract—one or two of these tiny vials, one or two in- 
jections a month—keeps the pernicious anemia patient 
active and well. In 1931 the dose measured 5 cc., in 
1932 it was reduced to 3 cc., and in 1935 it was refined 
and concentrated to the allowed maximum of 15 U.S. P. 
XI injectable units per cc. 

This 9-liter bottle of the 15 unit material contains active 
material obtained from 2000 
pounds of beef liver. Its concen- 
tration to so fine a point is the Lederle 
fruit of eleven years of prog- 
ress and experience (1931-1942) 
which has kept Lederle out 
among the leaders in this field. 








LEDERLE LABORATORIES, INC., 30 Rockefeller Plaza, New York, N. Y. 
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SUPPORTS 


CAM P 





fitted according to 
Doctors prescriptions 


General Supports 
Sacro Iliac 
Ptosis 
Maternity 


Uur fitter skillfully trained 
in the CAMP school 


Corset Dept. 
Third Floor 


THALHIMERS 


Richmond Virginia 











THREE IMPORTANT MEN IN 
MEDICAL CARE OF THE EYES 


THE GENERAL PRACTITIONER 

The general practitioner is one of the triumvirate who care 
for the eyes. He knows that eye strain may be one of the 
causes of ocular discomfort, nerves, and headaches. When 
an eye examination seems advisable, or when glasses are 
essential for eye and general health, improvement of vision. 
and relief of muscular disorders, he directs his patient to 
an eye physician. The general practitioner knows the dif 
ference between a medical and non-medical eye examination 





THE EYE PHYSICIAN 

The eye physician has dedicated his life to careful exami 
nation and care of ocular disorders, but he always con 
siders them in relation to general health because he is a 
medical graduate. He is sometimes able to increase eye 
comfort and efficiency without prescribing glasses, or lhe 
may suggest that they be used only occasionally. When 
he prescribes glasses he is careful to see that his prescription 
is accurately filled so that the patient receives the maximum 
benefit from his glasses. 





THE GUILD OPTICIAN 

The guild optician, in turn, is a craftsman who, from the 
eye physician’s prescription plan creates glasses of which 
the eye physician and general practitioner can be proud 





GENERAL PRACTITIONER GOOD 
EYE PHYSICIAN 7 EYE 
GUILD OPTICIAN CARE 


In Virginia Your Guild Optician Is: 


E. E. BURHANS OPTICAL CO., INC. 
PRESCRIPTION OPTICIANS 
STH FLOOR, NEW MONROE BLDG. 
254 GRANBY ST. NORFOLK, VA. 














INDEX TO ADVERTISERS 








Bilhuber-Knoll Corp. ae 13 
Burhans Optical Co., Ine., E. E. i 
Camel Cigarettes - 10 
SEE. on cncerrmennseens heniine 24 
Component and Other Medical Societies in Virginia 22 
Cook County Graduate School of Medicine 9 
Eli Lilly & Company ----- , _14 
Garst Bros. Dairy, Inc. ‘ 4 
Gilliland Laboratories, Inc., The -” - 2 
Gill Memorial Eye, Ear and Throat Hospital, Inc. 17 
Haskell & Co., Inc., Charles C. sala ibaginiane 3 
Holland-Rantos Co., Ine. --- es . » 2 
Jefferson Hospital and Training School for Nurses oe: 
John Marshall—Murphy—William Byrd—Richmond Hotels 9 
Johnston-Willis Hospital ie od elas 18 
Lederle Laboratories, Inc. " es 
McGuire Clinic ~~-~---~- we - 28 
Mead Johnson & Company eee = 26 
Medical College of Virginia, Hospital Division 18 
Medical Examining Board of Virginia, The 7 
Medical Society of Virginia, The Medicine In Virginia 7 
6 


New York Polyclinic Medical School and Hospital, The 24 
Parke, Davis & Company phe SES : 8 
Peoples Service Drug Stores . a & 
Petrogalar Laboratories, Inc._-~-- 2 
Philip Morris & Co., Ltd., Ine. ‘ aa 23 
Physicians Casualty Ass’n— Physicians Health Ass’n 13 
Powers & Anderson ’ i - 7 
Sanitarium, The a. 86 
Spencer, Inc. --- M : 12 
St. Albans Sanatorium ’ 18 
St. Elizabeth’s Hospital - : 15 
Stuart Circle Hospital — . 
Squibb & Sons, E. R. -_---- ‘ poadan 25 
Surgical Laboratory Repair Service 4 
TD: eetctiennince 4 F 6 
Tucker Hospital sig . a 20 
Valentine Company, Inc. , 4 
Virginia Engraving Co. 4 
Westbrook Sanatorium : . : 17 
Williams Printing Company 13 
Williams Printing Company 20 


In writing advertisers, please mention VIRGINIA MEDICAL MONTHLY. 


YIM 














Every Virginia Doctor 
Should Have This Book! 


The history of medicine in the Old Commonwealth 
from Jamestown to the beginning of the present 
century, is a work every doctor should be proud to 
own. It is complete and intensely interesting. 


Medicine In Virginia 
By Dr. Wyndham B Blanton 
3 volumes, $21 





Special to members of the 
Medical Society of Virginia 
























































; 
The 3 Volumes for $14 
To get this price, order through 
The Medical Society of Virginia 
Richmond, Virginia 
| 
|por This Year's 
} 1 
For This Year's Tree 
‘Member decorating Grandmother’s tree? 
The pop of fluffy kernels of corn, the fun 
of stringing them together? ‘Member wrap- 
ping homemade candy in krinkly bits of 
paper, of tenderly placing a hundred tiny 
candles on the tree? We wish for all our 
friends the warmth and neighborliness of 
es an old fashioned Christmas. We believe 
} Santa will find a new spirit in every Amer- 








ican home . . . a willingness to cooperate, 
a unity that makes individual citizens part 


The Medical Examining Board of a big family group! Let’s all pitch in 


5 at RR Tit = 


of Vir inia and string the tree with popcorn ... or go 
g without our coffee! The sacrifices and sub- 
stitutes we make now—guarantee many 


WILL HOLD ITS NEXT MEET- 
ING IN RICHMOND, DECEMBER, 
1942. All applications must be 
complete in the hands of the Sec- 
retary at least ten days in advance. 


; For further information, write Dr. 
J. W. Preston, Secretary-Treasurer, POWERS Ny ANDERSON 
Roanoke, Va., or Dr. P. W. Boyd, | 
President, Winchester, Va. \ l \ 


7 
In writing advertisers, please mention VIRGINIA MEDICAL MONTHLY. 


HAPPY NEW YEARS! 


























XUM 











Ss 


tes tea 


~_ 2 ees 


SOUNDING THE 














TABULA 
ANATOMIC/E 


CLARESSiMe vine 


BARTHOLOMAL EUSTACHIL 
Quas «© tewcbi ss tandem vendaatas = 
CLEMENTIS XL 

P 


ON T. MA X 


Mundicenns dono accepeas 






JO MARIALANCISIUS 
tourmus Cubsculanus & Archuater Porcine us 


ausre 
And RX 6 
wocexs 


reopens 
WETSTEFNION 














Ble ced 


WITH ADRENALIN IN ASTHMA 


Adrenalin* sounds a clear, unwavering note 
in its marked ability to dilate and clear the 
bronchioles in bronchial asthma . . . Adren- 
alin in aqueous solutions for speedy relief 
in asthmatic emergencies . . . Adrenalin in 
Oil for sustained all-night relaxation and 
comfort. No medication is more effective, 


none more widely relied upon. 


Adrenalin, an epinephrine manufactured ex- 
clusively by Parke, Davis & Company, is of 
value in preventing and treating various al- 
lergic states, in checking superficial hemor- 
rhage, for stimulating vital centers in certain 
crises. 


Adrenalin is a powerful vasoconstrictor, cir- 
culatory stimulant and hemostatic. It repre- 
sents a standardized, natural hormone, 100 
per cent active. Are your bag and office 
supplied? 


*Trade-mark Reg. U.S. Pat. Off 


Adrenalin Chloride Solution......... seectce ined 1:1000 
Adrenalin Chloride Solution................ 1:100 
Adrenalin in Oil Ampoules................- 1:500 


Products of modern research offered to the medical profession 
by Parke, Davis & Company, Detroit, Michigan. 
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The American Way 


is peace, prosperity, and goodwill to- 
ward our fellow man—to invest our 
time in educating and 
learning; and our money 
in good citizens and fine 
institutions. 


One of the finest institu- 
tions of your State is Rich- 
mond Hotels Incorporated, 
one that maintains the highest modern 
hotel standards . . . one that combines 
the hospitality and charm of the old 
and the convenience and comfort of 
the new. 





‘CAD 
John Marshall William Byrd 
Murphy Richmond 


Richmond Hotels Incorporated 
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(~~ cook county ~—Y) 


GRADUATE SCHOOL OF MEDICINE 


(IN AFFILIATION WITH COOK COUNTY HOSPITAL) 


Incorporated not for profit 


ANNOUNCES CONTINUOUS COURSES 


SURGERY—Two weeks Intensive Course in Surgical 
Technique with practice on living tissue, every two 
weeks throughout the year. General Courses of One, 
Two, Three and Six Months; Clinical Courses; Spe- 
cial Courses. 

MEDICINE—One Month Course in Electrocardiography 

} and Heart Disease starting the first of every month, 

except December. 

| FRACTURES & TRAUMATIC SURGERY 
Informal Courses. 

| GYNECOLOGY 

| OBSTETRICS— Formal and Informal Courses. 

| OTOLARYNGOLOGY 

OPHTHALMOLOGY 

} Courses. 

| ROENTGENOLOGY — Courses in X-ray Interpretation, 

| Deep X-ray Therapy every week. 





Formal and 
Clinical and Diagnostic Courses. 


Clinical and Special Courses. 


Formal and Informal Clinical 


Fluoroscopy, 


UROLOGY—Two Weeks Course and One Menth Course 
available every two weeks. 
| CYSTOSCOPY—Ten Day Practical Course every tw 
| weeks. 
GENERAL, INTENSIVE AND SPECIAL COURSES IN 


ALL BRANCHES OF MEDICINE, SURGERY AND 
THE SPECIALTIES. 
TEACHING FACULTY— ATTENDING STAFF OF COOK 
COUNTY HOSPITAL. 














Address—Registrar, 427 S. Honore Street, 
| CHICAGO, ILLINOIS 


J 







An Emblem 
of Service 


Every Prescription 
Double-Checked 


Alexandria Norfolk 

Bristol Petersburg 
Clarendon Portsmouth 
| Danville Richmond 
Fredericksburg Roanoke 
Harrisonburg Staunton 

Newport News Suffolk 

Winchester 
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A bid for closer patient cooperation 
in adjustments of smoking hygiene 


HE pace of modern life leaves its mark on many 

individuals. Symptoms, though remote, sub-clini- 
cal, may be of interest to the physician, perhaps in con- 
nection with nicotine intake.* Obviously, the explora- 
tion of this potential requires the patient’s close coop- 
eration. 

In this situation there is an advantage to you in ad- 
vising slow-burning Camel cigarettes. Millions have 
changed to Camels for their superior mildness and fla- 
vor—the famous Camel “pleasure factor.” 

Patient’s compliance with your suggestions should 
lead to improved accuracy in case histories. This may 
present new clinical opportunities, especially when 
such records are grouped and studied as a whole. 


*J. A.M. A., 93:1110 — October 12, 1929 
Bruckner, H.—Die Biochemie des Tabaks, 1936 
The Military Surgeon, Vol. 89, No. 1, p. 5, July, 1941 


“THE CIGARETTE, THE SOLDIER, AND THE 
PHYSICIAN,” The Military Surgeon, July, 1941. Re- 
print available. Write Camel Cigarettes, Medical Re 
lations Division, 1 Pershing Square, New York Cit) 
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11th Edition Now Out Send for Copp 








The Technique of 
Fitting Diaphragms 


A series of charts in booklet form (6 x 9) clearly illustrating the tech- 
nique of fitting diaphragms by the physician, now accompanied by 
the Dickinson-Freret Charts in two colors. For use by the physician 
in explaining the technique to his patient. These charts are regarded 
as the most helpful explanatory aid on the subject ever published. 


Eleventh edition now out. Write, or use coupon, for a copy. 


Holland-Rantos 
nation og 


551 FIFTH AVENUE, NEW YORK, N.Y. 


Holland-Rantos Co., Inc. 
551 Fifth Avenue 
New York, N. Y. 


Without cost, please send your booklet on Fitting 7 echnique to: 


| | 
| | 
| | 
| | 
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REPORTS FROM ENGLAND 
CITE THREE DISABILITIES AMONG 
FATIGUED WAR-WORKERS 


1. ENTEROPTOSIS 
WITH SYMPTOMS 


2. SACROILIAC SPRAIN 
(Other Back Injuries) 


3. HERNIA 


This probably explains why 
we are receiving here a greatly 
increased number of prescrip- 
tions for supports for these 
same conditions. 


When you augment your 
treatment of Enteroptosis with 
Symptoms by a Spencer, the 
support you prescribe is indi- 
vidually designed for the pa- 
tient to help return abdominal 
organs to optimal functioning 
position—and to improve pos- 
ture. Frequently an immediate 
improvement in general health 
and mental outlook is noted. 

For inoperable Hernia, a 
Spencer is especially created 

Spencer Sacroiliac Support for the patient to gently, but  Shencer Abdominal Support- 

for Men firmly, support the hernia, ing Belt for Women 
while guiding the body to better posture. Spencer Hernia Supports will not yield under 
strain or move out of place. They are comfortable, lightweight, flexible, easily laundered, 
durable, with no hard rubber or metal parts. 

For Sacroiliac Sprain, a special posture-corrective support is designed for the patient, 
in which is incorporated a simple band which encircles the pelvic girdle, immobilizing the 
affected joints. Usually prompt relief is experienced. 

Every Spencer Support is individually designed for the patient, of non-elastic material. 
Hence, the support it provides is constant, and the Spencer can be—and IS—guaranteed 
NEVER to lose its shape. Spencer Supports have never been made to stretch to fit; they 
have always been designed to fit. Why prescribe a support that soon loses its shape and 
becomes useless before worn out? Spencers are light, flexible, durable, easily laundered. 


For service, look in telephone book under “Spencer Corsetiere” or write direct to us. 








MAY WE SEND YOU BOOKLET? SPENCER INCORPORATED, 
137 Derby Ave., New Haven, Conn. 
In Canada: Rock Island, Quebec. 


INDIVIDUALLY In England: Spencer (Banbury) Ltd., 
Ss ed N C c be Banbury, Oxon. 
DESIGNED Please send me booklet, “How Spencer 
Supports Aid the Doctor’s Treatment.” 


Abdominal, Back and Breast Supports) 00... MD. 


Nd nck n teh. cadsgiatid abun’ dine a Deae “7 
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WHEN ONLY AN OPIATE WILL DO 


to relieve acute or chronic pain and to control cough, the advantage 
lies with DILAUDID hydrochloride. \t acts quickly and not only is 
it less likely to cause nausea or constipation, but the appetite is not 
impaired or drowsiness induced to the same degree as with morphine. 


Another advantage of Dilaudid is that it can be given internally, by 
mouth or rectum, to obtain a prompt and sustained response. 


PAIN - - - 1/48, 1/32 or 1/20 grain, hypodermically. 1/24 grain, orally or rectally. 


COUGH 


ree cough vehicles. 


COUNCIL ACCEPTED 


@ Dilaudid hydrochloride requires a narcotic prescription. 














REVISED PRICES FOR REPRINTS 


of Articles Appearing in 
The Virginia Medical Monthly 


Trimmed Size 5'/2x8 Y2 in. 
Minimum Order 100 Copies 


Type Page 3x6 in. 


100 250 500 1,000 2,000 

4pp. $3.60 $400 $485 $590 §$ 825 
ie 6.45 7.35 8.00 10.35 14.25 
wm * 9.50 10.85 12.15 15.55 22.90 
16 “ 9.85 11.70 13.40 17.15 24.45 
, ie 12.10 14.40 16.35 20.00 29.90 
ae 12.80 15.60 17.55 23.10 31.90 
a2 * 16.90 20.60 23.95 33.65 45.50 
Extra for 
Covers 4.00 4.60 635 7.60 11.40 
Envelopes: 

Printed 2.75 4.00 5.75 8.25 14.50 

Blank 70 1.65 3.00 5.00 10.00 


Prices F.O.B. Richmond, Va. Shipments will 
be sent postpaid if check sent with order. 


Orders must be placed before type is 
distributed. 


WILLIAMS PRINTING CO. 
11-13-15 North 14th Street 
RICHMOND, VIRGINIA 

















- 1/64 grain per teaspoonful of its solution in any of the usual opiate- 








Dilaudid, 
brand of dihydromorphinone 


Trade Mark reg. U.S. Pat. OFF. ‘ 





ORANGE 
NEW JERSEY 





| Disabilities occasioned by war are covered in full. 


86c out of each $1.00 gross income 
used for members benefit 


PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 


Gin 


Cm ank 


Hospital, Accident, Sickness 


INSURANCE 


For Ethical Practitioners Exclusively 
(57,000 POLICIES IN FORCE) 


1) 























Liberal Hospital Expense Coverage 810.00 
$5,000.00 accidental death $32.00 
$26.00 weekly indemnity, accident and sickness per year 
$10,000.00 accidental death $64.00 
$50.00 weekly Indemnity, accident and sickness per year 
$15,000.00 accidental death $00.00 


5.00 weekly indemnity, accident and sickness per year 





40 years under the same management 


$2,220,000 INVESTED ASSETS 
$10,750,000 PAID FOR CLAIMS 
$200,000 deposited with State of Nebraska for 
protection of our members. 


| 
| Disability need not be incurred in line of duty—benefits 
from the beginning day of disability. 


| Send for applications, Doctor, to 
| 400 First National Bank Building - Omaha, Nebraska 
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DECEMBER... the star of Bethlehem and the bombs 


of Pearl Harbor... the Prince of Peace and the god of war 73x 
Christmas will have little meaning to the thousands of physicians 
who serve their country and perhaps to thousands more 
who strive to carry on at home. There is little time 
for exchange of pleasantries in the grim business of winning 
a war 3< But the Christmas Season will come 
again when the forces of evil are dead—when man again 
will do unto others as he would have done unto him. 


ELI LILLY AND COMPANY 


PRINCIPAL OFFICES AND LABORATORIES, INDIANAPOLIS, INDIANA, U.S.A. 


14 
In writing advertisers, please mention VIRGINIA MEDICAL MONTHLY. 





YUM 


irginia Medical Monthly 


Official Publication of the Medical Society of Virginia 





MT a RICHMOND, VA., DECEMBER, 1942. os Cains 4 cose 














Guest Editorial 


Loyalty of Selective Service Physicians 


667 F YOU want a job well done, get a busy man to do it.” This is indeed a wise 

maxim, for surely the Virginia physicians are a busy lot these days, and the 
job that they are doing for the Selective Service System is an all important job well 
done. 

Over 75,000 man hours of professional service have been their contribution to the 
effort by examining men to be inducted into the Army. This service rendered by the 
Virginia physicians to their Government, computed in man hours, means no less 
than 9,375 eight-hour days, or, according to the Department of Labor, forty-hour 
week standard, a total of 1,875 weeks or 36 years of service crowded into twenty-four 
months by the combined 900 Virginia physicians. 

The Medical Section of the State Headquarters for Selective Service began to func- 
tion October 5, 1940, and now, after two years of dealing with Virginia physicians 
and observing their loyalty, it is a source of great pleasure to comment on their fidelity 
to their country. 

Virginia physicians responded promptly to our call and, during the past two years, 
150,000 examinations have been made by the 900 physicians designated as examining 
physicians, members of Medical Advisory Boards, and Appeal Boards. Their loyalty, 
efficiency and promptness is best known by us and this intimate knowledge of their 
work qualifies us to certify to the true character of Virginia physicians. A brief, 
and therefore inadequate commendation, is that their presence has always indicated 
their willingness to serve and assume responsibility for the conduct of a case. They 
imply a reasonable professional knowledge and a strong desire to use their every effort 
: for the welfare of their patients with sympathetic understanding, patience, and dis- 

cretion, until cure, death, or dismissal terminates the obligation. 
& The patients by their calls have implied confidence in the professional ability of the 
physicians, and faith in them as men of honor. They have, by the same token, without 
‘. reserve placed the professional conduct of their affairs in the physicians’ hands, offer- 
ing opportunity for the fullest exercise of judgment. Accordingly, we hold the opinion, 
from close relationship with Virginia physicians for the past two years, that seldom 
or never are patients’ lives placed at a hazard in Virginia. 
Medical education, medical ethics, and medical doctrines have taught physicians to 
place the welfare of patients and people above everything else. Seldom is it observed 
3 that Virginia physicians allow financial returns to conflict with that welfare, which is 


not only emphasized, but proved by their labor for Selective Service in the past two 
years without compensation. 

This spirit deserves commendation. It has a meaning for others, it is inspiring to 
know about, and we feel obligated to such institutions as the Medical College of Vir- 
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ginia and the University of Virginia Medical School for those doctrines that were 
taught as early as 1838 and are supported as loyally today as those pioneers of the 
yesteryear intended them to be enforced. 

Virginia physicians have shown their loyalty as citizens on many occasions, and 
while we are not asserting that they are more loyal than others, or that they have more 
character than others, their opportunity in battle, or times like these, provides an 
outlet for their instincts. When we observe that they draw no line between enemy and 
friend, by suturing the wound of a captured prisoner with the same care as they would 
that of one of their own soldiers, it goes only to emphasize again that they are the 
carriers of major cultural values. 

Offices, headquarters and sections are either successful or not successful for a reason; 
so when we report that the medical section of this headquarters has functioned suc- 
cessfully for two years, we also have the reason—it is loyalty and character of Selec- 
tive Service Physicians. 

The State of war has enlarged the scope of the Hippocratic Oath and, Virginia 
physicians in responding so nobly to the call of the State Headquarters for Selective 
Service, have lived up to the letter of the law of their sacred oath, and earned the 
appreciation and gratitude of the Selective Service Headquarters. However, no praise 
or commendation for a job well done ever equals the self satisfaction of the individual 
for what he knows in his heart is conscientious effort, and such being the case, the 
physicians of Virginia can look upon the work that they are performing for the Selec- 





tive System with justifiable, pride and satisfaction. 
Ernest T. Trice, Lt.-CoLoner M. C., 
Medical Advisor, State Headquarters for Selective Service. 





FOCAL INFECTIONS* 


ALAN C. Woops, M.D., 


Ophthalmologist-in-Chief, The Johns Hopkins Hospital, 
Baltimore, Maryland. 


One of the most important doctrines in American 
ophthalmology is the belief that certain inflamma- 
tory ocular disorders are caused by remote foci of 
infection—the theory of focal infection. This con- 
cept of the cause of certain systemic diseases and 
remote localized inflammations was introduced by 
Hunter in 1901,! and was elaborated chiefly by Bil- 
lings from 1910 to.1916. During this same period 
E. C. Rosenow published his dramatic reports on 
the transmutation of bacteria, and the experimental 
production of diseases of joints, endocardium, gall- 
bladder, stomach, duodenum, etc., by the injection 
of bacteria isolated from similar disease foci in hu- 
mans. In 1916 Billings? in his Lane Medical Lec- 
tures reviewed the entire subject of focal infection 
to date, and presented the clinical and experimental 


observations which he believed substantiated the 





*Read by invitation before the Richmond Academy of 
Medicine, Richmond, May 12, 1942. 


theory, removed it from the general class of theories, 
and established it on a scientific basis. 

This theory as presented by Billings in 1916 may 
be summarized as follows: A primary focus of in- 
fection is a circumscribed area of tissue infected 
with micro-organisms and located usually in the tis- 
sues communicating with a mucous or cutaneous 
surface. From this primary focus of infection, either 
by hematogenous or lymphogenous pathways, usually 
the former, systemic infection and intoxication may 
occur, and the infecting organisms spread to other 
remote tissues of the body and there produce sec- 
ondary foci of infection. 

The primary focus of infection may be in the 
teeth in the form of a periapical abscess or pyorrhea 
alveolaris, in the tonsils, in subcutaneous abscesses, 
in the accessory nasal sinuses, in the respiratory 
tract, including bronchiectasis, in the gastro-intes- 
tinal tract, including the rectum with its rich sup- 
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ply of hemorrhoidal veins, the auxiliary organs of 
digestion, including such conditions as cholecystitis, 
appendicitis, intestinal ulcers and intestinal stasis; 
the genito-urinary tract, including conditions such 
as endometritis, salpingitis, seminal vesiculitis, pros- 
tatitis, cystitis, and pyelitis. From such primary foci 
the adjacent lymph nodes may become secondarily 
affected, so that even when the primary focus is 
eradicated and healed the secondarily infected re- 
gional lymph nodes may remain as reservoirs from 
which the infection may spread. 

The infection in these primary foci is exogenous. 
In the mouth this may arise from the normal bac- 
terial flora, assisted by the action of entamoeba buc- 
calis, with resulting infection of the peridental mem- 
brane and subsequent pyorrhea and periapical ab- 
scesses. The tonsils become infected by contami- 
nated air and of the 
upper air passages prevents proper drainage of the 


infected food. Obstruction 
nasal cavities and in turn produces infection of the 
accessory nasal sinuses, middle ear, mastoid, mu- 
cous membranés of the nose, and later of the bronchi. 
Focal infection of the gastro-intestinal tract may 
arise from auto-infection or auto-intoxication of the 
intestinal tract, including intestinal stasis. The gail- 
bladder, stomach, pancreas and appendix may be 
secondarily involved by hematogerous infection 
from an original primary focus in the teeth, tonsils 
or nasal sinuses, and may thereafter serve as pri- 
mary foci for further infection. The genito-urinary 
tract may become infected by pyogenic bacteria at 
childbirth, by abortion or miscarriage, and especially 
by venereal infection with the gonococcus. 

From the primary foci of infection disease is as- 
sumed to spread to other portions of the body. The 
reason why all individuals do not become ambulant 
museums of pathology (since more or less primary 
infection is inevitable in even the most carefully 
regulated existence) is, first, on account of the nor- 
mal resistance mechanism of the body, the leucocytes, 
phagocytes, etc., and, second, by the formation of 
specific antibodies against the infecting micro-or- 
ganisms which neutralize their harmful effect and 
inhibit their activity. Certain individuals are natu- 
rally more susceptible to infection than others, and 
it is in such individuals especially that secondary in- 
fection takes place. The susceptibility to secondary 
infection is increased by debilitating disease and 
exposure to cold with the resulting vaso-constriction. 

The mechanism of the secondary infection is usu- 
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ally hematogenous by direct bacterial metastasis 
from the primary focus through the blood stream. 
Lymphogenous infection is usually limited to direct 
extension from the primary focus to the adjacent 
lymph nodes, where a secondary reservoir of infec- 
tion may be established. The possibility of the in- 
fluence of exo-and endo-bacterial toxins is also men- 
tioned by Billings, and the possible importance of 
sensitization of the tissues from the primary focus 
is likewise briefly discussed, but dismissed as a sub- 
ject for further investigation. The local reaction in 
remote lesions secondary to a primary focus is endo- 
thelial proliferations of the lining of the blood ves- 
sels with or without thrombosis; but resulting in 
blocking of the vessels with hemorrhage into the 
immediate tissues, positive chemotaxis with multi- 
plication of the leucocytes and plasma cells, and in 
cases where the infecting organisms are of low viru- 
lence, fibrinoplastic exudate with connective tissue 
proliferation. 

Secondary, or systemic disease from a primary 
focus may affect various tissues of the body. The 
usual acute diseases believed produced by focal in- 
fection are listed by Billings as acute rheumatic 
fever, endocarditis, myocarditis and pericarditis sec- 
ondary to rheumatic fever, pancreatitis, chorea, sys- 
temic gonococcus infection, gonococcal arthritis, 
acute nephritis, cholecystitis, acute gastric and duo- 
denal ulcer, erythema nodosum, acute osteomyelitis, 
and diseases of the eye, especially iridocyclitis and 
uveitis. 

The evidence in favor of this concept of focal in- 
fection, as outlined by Billings and others, is as 
follows: First, small primary foci of infection are 
constantly found in association with these secondary 
systemic and focal diseases, and quite frequently 
there is no other cause such as syphilis, tuberculosis, 
etc., to account for the secondary disease. Second, 
there are evidences of transient bacteremias in indi- 
viduals with small primary foci of disease and sec- 
ondary systemic disease. Such are the recovery of 
streptococcus viridans from the blood stream of in- 
dividuals with early endocarditis, the report by Rose- 
now* that in acute rheumatic fever the same strep- 
tococcus can be simultaneously isolated from the 
affected joint exudate and capsule, from the tonsils, 
alveolar processes of the teeth, and the circulating 
blood; and a similar report by Billings that in 
chronic endocarditis the streptococcus viridans can 


be simultaneously isolated from the alveolar process 
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of the teeth and the circulating blood. Third, the 
selective affinity of certain bacteria for certain tis- 
sues. This property Billings believed was fully 
established by the experimental work of Rosenow,* 
which indicated that organisms isolated from certain 
diseased organs or tissues of patients, when injected 
into animals, produced practically identical lesions 
in the corresponding tissues or organs of the experi- 
mental animal, with far greater frequency than was 
observed in the controls. This property of elective 
affinity, or tropism, might be produced or enhanced 
by cultivating the organisms on media containing 
the specific tissue.. Fourth, the well known and rec- 
ognized exacerbations of arthritis, myositis, or irido- 
cyclitis that often followed early or radical surgery 
on the primary focus, this arguing strongly for a 
causal relationship between the two diseased areas. 
Fifth, the again well-known and recognized clinical 
improvement that so often occurs in the systemic or 
secondary disease when the primary focus is eradi- 
cated, which was assumed to indicate an end to 
the bombardment of the secondarily diseased tissue 
by transient bacteremias from the primary focus. 

This theory offered a ready and plausible expla- 
nation for many of the problems of localized endo- 
genous infections. When frank sepsis was not ap- 
parent, the manner in which such protected struc- 
tures as the endocardium, the joints, and the uveal 
tract of the eye might become infected with bac- 
teria had never been clear. If primary diseased 
foci such as the teeth, tonsils, genito-urinary tract, 
etc., which might obviously become infected from 
external sources, could produce a transient bacil- 
lemia and the bacilli thus introduced in the blood 
stream lodge in the endocardium, joints, eyes, etc., 
the etiology of infection of these tissues was clear. 
Thus the theory of focal infection offered a logical 
solution for the problem. 

Like all new theories, this idea was immediately 
accepted by many without question, and there en- 
sued a widespread and somewhat indiscriminate 
eradication of primary foci of infection as a thera- 
peutic procedure for an almost infinite number cf 
pathological conditions. The literature soon became 
filled with glowing reports of brilliant cures of vari- 
ous obscure diseases following the removal of the 
teeth, the tonsils, the drainage of the accessory 
nasal sinuses and such procedures. However, it soon 
became apparent to all, except the most rabid advo- 
cates of the doctrine of focal infection, that in many 
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instances. the sacrifice of the teeth, the removal of 
the tonsils, etc., was without any effect on the dis- 
eased condition for which the procedure had been 
undertaken, and the final condition of the patient 
was no better, but indeed often worse than before 
his submission to these various surgical ordeals. 
These unhappy results were boldly discounted by 
the focal infection advocates as due either to the 
spread of the primary focus beyond the bounds 
where it could be completely removed, or to the 
already firm establishment of the secondary focus. 

Other observers and investigators, more critical 
and less credulous, questioned various points of 
the theory, and sought an explanation of several 
pertinent questions which could not be accepted on 
faith alone. The elective affinity of bacteria for 
specific tissues, and the question of transmutation 
of bacteria was immediately questioned by many 
bacteriologists and pathologists. It was 
pointed out that primary foci of infection were very 
frequent and often multiple in many normal indi- 
viduals, and that it was peculiar that the secondary 
disturbances in the joints, the endocardium, or the 
eye, should be caused by rather small foci in the 
teeth, or tonsils, and not from such massive infec- 
tions as empyema or psoas abscess. 


likewise 


Some means 
of determining if a demonstrable focus of infection 
was causally related to the secondary disease was 
therefore sought. 
was cultured and tests were made to determine if the 
affected individual was unduly sensitive to the spe- 
cific organism isolated from the primary focus. The 
complement fixation and the agglutination reaction 
of the blood serum were employed to ascertain if 
there was any undue systemic reaction to the organ- 
isms cultured from the primary focus and, if so, 
what fraction of the general antigenic mosaic, the 
filtrates, exotoxins, or nucleoprotein of the bacterial 
body might be responsible for such reactions. These 
laboratory investigations were in the main futile, 
the general run of all normal and diseased indi- 
viduals showing more or less reactivity to the organ- 
isms in the primary foci, to which they were con- 
stantly exposed. 


To this end the primary focus 


However, despite these various objections and 
much negative laboratory investigation, in the decade 
following Billings’ articles the doctrine of focal 
infection became firmly ingrained in American medi- 
cal practice, and the search for primary foci of in- 
fection and their eradication when possible became 
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the generally accepted procedure in the treatment 
of many localized infections, especially endogenous 


‘diseases of the eye, for which there was no obvious 


explanation, such as syphilis. In 1928 the literature, 
including laboratory investigations, was summed up 
by Holman’ in a critical review. While accepting a 
causal relationship in many instances between pri- 
mary foci of infection and remote disease, he pointed 
out the extreme diagnostic acumen required to de- 
cide if any determined focus of infection was caus- 
ally related to the secondary disease, and that ef- 
forts to develop procedure of any diagnostic accuracy 
to determine this had been fruitless. In reviewing 
the evidence in favor of a relationship between pri- 
mary foci of infection and secondary disease, Hol- 
man pointed out there was some suggestive evidence 
in the studies of sensitivity to the organisms from 
the primary focus which might indicate an undue 
reaction to these bacteria. The dissemination of 
organisms from the tonsils and teeth was, to a large 
extent, due to local anatomical peculiarities. As a 
result of exogenous infections, such as cause the com- 
mon cold, the crypts of the tonsils may close and 
ulcers form in the base of the crypts. The epithelium 
of the crypts differs from that of the tonsils proper, 
having papilli and an underlying rich network of 
capillaries.6 This epithelium is destroyed in chronic 
tonsillitis, and pressure on the tonsils can force bac- 
teria into circulation.? The constant periodic com- 
pression of the tonsils in the act of swallowing sug- 
gests that this must be the mechanism where bacteria 
from the tonsils gain access to the blood stream. 
In the case of the teeth, the thinness of the epi- 
thelium covering the gingival crevices, the occa- 
sional breaks in its surface, and imperfect junction 
make this a weak point, where bacteria gain access 
and produce pyorrhea alveolaris.2 Periapical ab- 
scesses may arise secondary to either pyorrhea or 
from the root canal of infected teeth. The rich 
capillary circulation of the gums facilitates entry 
of the bacteria to the blood stream. The evidence 
in favor of the gastro-intestinal tract acting as a 
focus of infection was analyzed without any definite 
conclusions. Holman then reviewed the extensive 
literature on the relation of cholecystitis, pancrea- 
titis, and nephritis to focal infection, and empha- 
sized that in each instance the anatomical pecu- 
liarities play a large role in the localization of bac- 
teria in these structures. Rheumatism and joint 
diseases presenta most complex problem, and Hol- 
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man says quite definitely that the extensive investi- 
gations on these subjects indicate that the fundamen- 
tal basis of all these rheumatic manifestations is a 
condition of hypersensitiveness to numerous excit- 
ing causes. The influence of other factors, common 
colds, heat and cold, diet, vitamin deficiency, and 
fatigue in the production of focal infection was 
clearly indicated by many investigators on these 
subjects. However, the elective localization of- bac- 
teria, held by many as sufficient cause in itself to 
account for the localization of focal infection, was 
held by Holman not to have been confirmed. The 
weaknesses of Rosenow’s experimental work were 
pointed out, and the extensive investigations on the 
subject reviewed. While Holman concedes that a 
general bacteriological adaptation to environment is 
universally accepted and cannot be denied, and while 
it is clearly proven that streptococci can cause cer- 
tain lesions throughout the body, nevertheless, it is 
a fifty per cent chance whether any particular locali- 
zation occurs with a “specific” or “non-specific” 
strain. Summing up the extremely extensive litera- 
ture, Holman concludes that the doctrine of focal 
infection has changed from a theory to a definite 
principle of great importance in numerous diseases 
of man. The factors determining the localization 
of bacteria in any tissue are those which alter the 
nutrition of the cells of those tissues, particularly 
the endothelium of the capillaries. The factors de- 
termining the invasion of the bacteria from the 
primary focus are dependent largely on the local 
circulation about or in the focus, especially dilata- 
tion of the capillaries and sluggish circulation. 
However, when a focus of infection is discovered, 
and considered responsible for a diseased condition, 
it requires the highest type of diagnostic ability to 
prove this is true. The recovery of the patient is 
insufficient, for this may be due to the general tonic 
stimulus resulting from the removal of one cause 
of lowered systemic resistance. Failure to effect a 
cure is likewise insufficient evidence against the 
relationship of the primary focus to the disease, 
for the secondary disease is often so well estab- 
lished when the primary focus of infection is dis- 
covered that the damage already done is irreparable. 

The case of focal infection, even with the con- 
servative reservations of Holman, was, however, far 
from settled. The critics of the theory freely con- 
ceded that in the sense gonorrheal arthritis was re- 
lated to gonorrhea, furuncles to septicemia, tetanus 
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to a localized infection with tetanus bacilli, the 
origin of such systemic diseases to primary foci of 
infection was well established; but the idea that 
various diseases of unknown origin are related to 
infections of the teeth, tonsils, and other such 
localized foci met with steadily increasing opposi- 
tion. In 1940 the views of this opposition and the 
supporting evidence was ably summarized by Rei- 
mann and Havens in a well documented review.® 
Reimann and Havens especially analyzed the evi- 
dence against infected teeth or tonsils being related 
to remote localized disease. The evidence against 
so-called “infected” teeth acting as a reservoir 
whence infection might be disseminated to remote 
tissues of the body was summarized as follows: 1. 
The bacteriological studies of apically infected teeth 
are questionable on account of the technical diffi- 
culty of preventing contamination during extrac- 
tion;!° that even when bacteria are present there is 
usually no evidence of infection of the adjacent tis- 
sues, and the mere presence of bacteria does not 
mean they are pathogenic. 2. The diagnosis of 
periapically infected teeth is usually made by roent- 
genological study. This may be fallacious, for 
many of the radiolucent areas about the roots of 
teeth are not caused by infection."! It is impossible 
to estimate the pathological significance of such ab- 
normalities by roentgenographic studies alone, and 
radiolucent areas often disappear spontaneously if 
left alone.!2 3. The results of inoculation experi- 
ments with organisms isolated from infected teeth 
are all sharply in contradiction to Rosenow’s expe- 
riments, and these views on elective localization, 
which form such a cornerstone for the focal infec- 
tion theory should not only be disregarded but ac- 
tively contradicted."3 4. The reports of clinical im- 
provement following extraction of teeth must be ac- 
cepted guardedly. The improvement may be due 
to the shock reaction following extraction, and is 
often temporary. The actual evidence is against 
extraction of the so-called infected teeth benefiting 
arthritis. Thus Cecil’ reported fifty-two arthritic 
patients with all teeth removed, forty-seven receiv- 
ing no benefit from this dental assault, while three 
were made worse. Further, Reimann quotes Bauer’s 
experience in a series of 300 arthritic patients, 
those with their teeth left alone doing better than 
those subjected to oral surgery. The existing clin- 
ical evidence does not indicate any causal relation- 
ship of infected teeth to either nephritis or rheu- 


matic heart disease. 5. Far from being of benefit 
to the patient, the extraction of teeth may be posi- 
tively dangerous, the bacteria being actually forced 
into the blood stream by the trauma of operation. 
Okell and Elliott’s!® bacteriological study of the cir- 
culating blood immediately after the extraction cf 
teeth revealed streptococcus viridans in 75 per cent 
of such. blood cultures. It is true, however, that such 
transient bacillemias are usually harmless. Further, 
lung abscesses may follow the extraction of teeth, 
due to the aspiration of infected blood or tissue par- 
ticles, 12 per cent of a series of 227 lung abscesses 
being due to this cause.!* 

The evidence against the tonsils being related to 
such diseases as rheumatic fever, rheumatoid arth- 
ritis, colds, subacute bacterial endocarditis, nephritis, 
and a host of other conditions charged to their ac- 
count is even more unconvincing. Barring repeated 
attacks of tonsillitis, or peritonsillar abscesses, for 
which, of course, tonsillectomy is indicated, there is 
no definite standard to judge whether or not tonsils 
are chronically infected. 
articles, in which he stressed the impossibility of 
sterilizing the mucous membranes of the throat, 
Bloomfield'® emphasized the fact that bacteria nor- 


In a series of scholarly 


mally grew not only on the mucous membranes but in 
their superficial layers, in the crevices between the 
epithelium and in the orifices of the small mucous 
glands. Long’ studied 2,000 pairs of extirpated 
tonsils and rarely found abscesses. The strepto- 
coccus viridans, to which so much importance is at- 
tached by the advocates of focal infection, is a part 
of the normal bacterial flora in the mouths of 
healthy individuals.”° 

Although there are apparently many instances in 
which acute rheumatic fever follows an attack of 
acute tonsillitis, various clinical studies indicate 
that in from 25 to 90 per cent of cases of rheumatic 
fever there are preceding conditions other than ton- 
sillitis or respiratory tract infections, and that in 
spite of the wholesale removal of tonsils over the 
past three decades the incidence of acute rheumatic 
fever is not lessened.24_ There have been numerous 
comparisons of the incidence of rheumatic fever and 
cardiac disease in children with their tonsils re- 
moved and those with their tonsils unremoved. There 
is no significant reduction in initial infection, recur- 
rence or subsequent heart disease in the children 
who have had their tonsils removed,”” and.the num- 
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ber of recurrences of rheumatic fever has not been 
reduced by tonsillectomy.” 

Rheumatoid arthritis appears to be no mure af- 
fected by tonsillectomy than is acute rheumatic fever. 
Statistical studies show that regardless of the type 
of treatment used in rheumatoid arthritis, 25 per cent 
“recover”, 50 per cent improve, and 25 per cent get 
worse. Pemberton’s™ study of 400 cases, in which 
he showed 46 per cent recovered without operative 
attack on the supposed foci of infection, while only 
16 per cent recovered after operation, therefore does 
not lend much support to the advocates of tonsil- 
lectomy. Likewise, it was pointed out that children 
with rheumatoid arthritis rarely show other evidence 
of localized infection. 

Further statistical evidence of the apparent harm- 
lessness of the tonsils in children was presented in 
the study of Cunningham,” who in 14,000 students 
found no greater cardiac change in those with either 
normal or diseased tonsils, and those with their ton- 
sils removed; of a British Commission”® which in- 
vestigated 30,000 school children, and found the 
incidence of colds, coughs, and sore throats did not 
differ in those with and without their tonsils; and 
of Ellis and Russell,2’ who studied 4,000 Basque 
refugee children from the Spanish War, of whom 
less than 2 per cent had their tonsils removed, and 
even among those with their tonsils as large as wal- 
nuts, found an incidence of cervical. adenitis and 
otorrhea of only 0.4 per cent. 

Finally, to illustrate how far the pendulum has 
swung away from the idea of focal infection from 
the teeth and tonsils, and their removal as a thera- 
peutic procedure, may be cited the changed position 
In 193378 he 


wrote, “the keystone of the modern treatment of 


of such a careful student as Cecil. 


rheumatoid arthritis is the elimination of infected 
foci.” In 1938, after prolonged study, in collabora- 
tion with Angevine,'* he stated that in no instance 
was the course of the disease altered or the patient 
cured when supposed foci were removed. He now 
believes that focal infection plays a relatively un- 
important role in the disease. 
always found great difficulty in assimilating the 
) 


Bloomfield, who 
tenets of the focal infection doctrine,” regards the 
procedures of extraction of teeth and extirpation of 
the tonsils as a gesture or the remnant of a habit 
which enables one to do something in chronic cases 
in which there is actually so little to do. 


Summing up the case for the opponents of the 
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theory of focal infection, Reimann and Havens 
freely concede that teeth should be removed or 
treated when there is reasonable certainty there is 
infection or apical abscess and tonsils which are 
the site of repeated attacks of illness, should be 
removed. However, they maintain that the theory 
of focal infection has not been proven, that the 
infectious agents are unknown, that large groups 
of persons with tonsils present are no worse off than 
similar groups with their tonsils removed, that pa- 
tients who have given up their teeth and tonsils in 
the hope of alleviating some systemic disease have 
often, if not usually, made the sacrifice in vain, 
that when beneficial effects are observed they can 
seldom be ascribed to the surgical procedure, that 
the rare beneficial effects are outweighed by the 
harmful effects, or no effect at all, and finally that 
many supposed primary foci of infection heal spon- 
taneously after recovery from the systemic disease, 
or when the general health is improved by hygienic 
or dietary measures. 

Thus today stands the case of focal infection. 
It is probably a conservative statement to say that 
before an audience of bacteriologists, pathologists 
and internists, the doctrine of focal infection stands 
on a shaky pedestal and clad in somewhat dilapi- 
dated raiment. Among ophthalmologists, however, 
the case is somewhat different. 
established routine in almost all American ophthal- 


It is a matter of 


mological clinics, to make a search for foci of infec- 
tion in the study of the etiology of uveal tract dis- 
ease, and usually to recommend the removal of dis- 
covered foci, as far as possible, as a therapeutic 
So far has this idea 
been ingrained that even before routine cataract or 


procedure in the treatment. 


glaucoma operations on non-inflamed eyes, the re- 
moval of obviously infected teeth or tonsils has been 
advocated as a precautionary measure calculated to 
lessen the incidence of post-operative complications, 
the theory being that the trauma of operation may 
favor the localization in the eye of bacteria from a 
remote primary focus. True, here and there voices 
have been raised among thoughtful ophthalmologists 
questioning the blind acceptance of the theory of 
focal infection, and Verhoeff along such lines has 
stated, “Belief in focal infection must be taken like 
religion, on faith’. In recent years the realization 
that many cases of uveal tract disease, which might 
formerly have been believed due to foci of infec- 
tion, are in reality due to tuberculosis or other in- 
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fectious granulomata, has somewhat lessened the 
percentage of cases attributed to focal infection. 
Nevertheless, the doctrine of focal infection, cor- 
rectly or incorrectly, occupies a strongly entrenched 
position in ophthalmology, and it should not be rele- 
gated to the unimportant status it enjoys among 
bacteriologists and internists, until the specific evi- 
dence for and against it has been carefully ex- 
amined. 

The ophthalmological literature bristles with re- 
ports, too numerous to list, of the dramatic recovery 
of patients with iritis, choroiditis, uveitis, and even 
optic neuritis of one type or another, following the 
removal of foci of infection, usually in the teeth, 
tonsils, or accessory nasal sinuses. In these patients 
there was present no other demonstrable systemic 
disease such as syphilis, tuberculosis, etc. In the 
cases of optic neuritis there was likewise no evidence 
of disseminated sclerosis or other conditions to 
which the ocular disease might be attributed. There 
can be no doubt of the accuracy of these observa- 
tions for they have been a matter of common observa- 
tion in the practice of the majority of ophthalmolo- 
gists. However, it is also true that many cases of 
iritis and choroiditis of undetermined etiology re- 
cover spontaneously. It is likewise true that optic 
nerve disturbances occur often in disseminated sclero- 
sis as the first evidences of the disease, and retro- 
bulbar neuritis may subside and the patients enjoy 
long remissions before recurrences in the optic nerve 
and elsewhere reveal the true nature of the disorder. 
The healing of an eye lesion following removal of 
a remote infected focus can therefore be accepted 
only as suggestive evidence of a relationship be- 
tween the ocular lesions and the infected focus. 
Nevertheless, this mass of clinical evidence, con- 
sisting of careful studies on the etiology of uveal 
tract disease and case reports illustrating the recov- 
ery of the diseased eye on removal of foci of infec- 
tion, is so formidable that it is difficult to dismiss 
it lightly on the sole grounds that it is only sug- 
gestive evidence. It is necessary, therefore, in an- 
alyzing the theory of focal infection as it relates 
to ophthalmology, to examine carefully the clinical, 
bacteriological, and immunological 
evidence which may argue for or against this theory. 


experimental, 


Many of the reports on the relationship of uveal 
tract disease to focal infection emphasize some spe- 
cial etiological factor. The following are typical 
examples. Benedict reported fourteen cases be- 


lieved to be caused by infections in the female pel- 
vis, the usual organism being a green streptococcus. 
Kapuscinski* reported fifty-one cases of iridocyclitis 
caused by infections about the teeth, and healing 
after extraction of the diseased teeth. Mazal* re- 
ported cases due to infected teeth, sinusitis, and ap- 
pendicitis. Zanettin®* compared the incidence of the 
occurrence of foci of infection in non-infectious, in- 
flammatory ocular diseases. In eighty-seven pa- 
tients in the first category he found only 16 per cent 
incidence of foci of infection; in twenty-six patients 
in the second group, 57 per cent had infected ton- 
sils; and in sixteen patients the organisms were 
cultured from the primary focus and in sixteen in- 
stances the organisms were found to be oculotrophic 
on animal inoculation. Wulkow* reported twenty- 
two cases of ocular disease of unclear etiology, of 
which thirteen healed and nine were improved after 
the extraction of infected teeth. Johansson* be- 
lieved a latent phlebitis might often be the cause of 
iridocyclitis. Kuchler** emphasized the relationship 
between iritis and infected teeth. Havlik*®’ studied 
2,458 cases of routine tonsillectomy and found eye 
complications, chiefly iridocyclitis, in seven patients, 
in four of whom the condition cleared after the ton- 
sillectomy. The importance of focal infection as a 
cause for optic neuritis and retrobulbar neuritis was 
emphasized by Trumbo** and Kapuscinski,*! who 
reported twenty-seven such cases due to infected 
teeth, by Duggan and Chitnis®® and by many others. 
These are all fair samples of the innumerable re- 
ports emphasizing the relationship between ocular 
disease and foci of infection. An especially inter- 
esting study was made by Enroth,* who studied the 
influence of the weather on ocular disease apparently 
due to foci of infection, and found that a great 
number of the cases of iritis occurred when there 
was a sharp climatic change, a finding in line with 
Billings’ earlier idea that exposure to cold influ- 
enced the capillaries and predisposed to the out- 
break of secondary infections. 

The majority of the reports, as exemplified by 
those just cited, are open to the criticisms: 1. They 
do not give the complete material from which the 
cases reported are drawn. 2. They emphasize some 
one factor believed to be of importance, and do not 
give a comprehensive picture of possible etiology. 
3. They do not allow deductions as to the relative 
importance of focal infection as compared to other 
possible etiological factors. 
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There are, however, several reports which meet 
these criticisms, four of which may be reviewed 
here because they illustrate the gradually changing 
opinion on the relative importance of tuberculosis 
and focal infection in ophthalmology. The first two 
of these are by Irons and Brown*! and appeared in 
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of iritis, and twenty-seven had their first attack at 
the time they were first seen. Forty-three of these 
fifty patients had complete freedom from iritis for 
periods of from three to twelve years. In thirty- 
eight of these non-recurring patients, the original 
iritis had been attributed to foci of infection, which 








3 ; . ‘ P 

§ 1916 and 1923, in the early flush and full popularity had been eradicated, in the other fourteen due io 
of the focal infection theory. These reports have syphilis and tuberculosis, treated with anti-syphilitic 
j been widely quoted and have greatly influenced therapy or tuberculin. In seven cases in which the 
ophthalmological thought. iritis recurred, one was probably tuberculous, two 
4 These studies each reported 100 cases of iritis were due to old gonococcal infection with arthritis, 
3 studied completely, according to the ideas then prev- one to syphilis, two to foci of infection which had 
; alent, in the effort to determine the causes of the not been removed, while in the seventh case the 
4 ocular inflammation. The results of these two studies cause was undetermined. It is scarcely a matter of 
a are summarized in Table I. wonder that this impressive evidence, from such 

TABLE I 

a SUMMARY OF IRONS AND BRowN’s STUDIES ON ETIOLOGY OF IRITIS, 1916 AND 1923 

; es ai oreeseaciontcteritliaiirta ladantiiic e jen 
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Thus in 200 cases of iritis, 19 per cent could be 
attributed to syphilis, 4 per cent to tuberculosis, 
72 per cent to focal infection, while in 5 per cent 
the cause was undetermined. The low incidence of 
syphilis was undoubtedly due to the relatively high 
social stratum of the patients studied. The small 
number of cases attributed to tuberculosis is an 
accurate reflection of the then prevailing thought in 
America on the unimportance of tuberculosis as an 
etiological factor in uveal disease. Only outspoken 
cases of tuberculous iritis with evidences of active 
systemic tuberculosis were accounted as tuberculous. 
The outstanding feature of these studies is that 
72 per cent of the 200 cases were definitely diag- 
nosed as due to remote foci of infection, and in 
only 5 per cent was the cause of the iritis undeter- 
mined. A further follow-up study on 50 of these 
cases was reported by Irons and Brown in 1926.” 
Twenty-three of their patients had previous attacks 


Total due to focal infection 144 cases, or 72% 


careful students as Irons and Brown had the tre- 
mendous influence it did in ophthalmological 
thought. 

The third report is by Irons in 1931. In this 
paper he suggests there may be relative differences 
in the etiology of acute, recurrent, and chronic iritis. 
He defines chronic iritis as one of over three months’ 
duration. He reports a small, carefully studied 
series of cases, in which 56 per cent of 26 cases 
showed evidence of tuberculosis, 15 per cent being 
probably due to tuberculosis. 

The fourth report is from the Johns Hopkins 
Hospital and is a survey of 562 patients with 
endogenous iritis or uveitis studied in the wards of 
the Wilmer Institute from 1926 to July 1, 1939, 
for the etiology of the ocular disease. Patients with 
uveitis admitted for some special diagnostic pro- 
cedure and on whom the records were incomplete 
are not included. The material therefore consists of 
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patients in whom the uveal disease was so severe 
that hospital care was indicated, or who were ad- 
mitted to the hospital, primarily for diagnostic study. 
The material may therefore be colored in that the 
uveal disease was more severe than the usual “run- 
of-the-mine” iritis or uveitis, and that it may in- 
clude a number of suspected cases of tuberculosis 
uveitis referred for the reason ocular tuberculosis 
has been a subject of especial study in the Wilmer 
Institute. In all of these patients the diagnostic 
study comprised a complete history, general physical 
examination, clinical and radiologic examination of 
the teeth, nose and throat, gynecological or genito- 
urinary examination, routine laboratory examination 
of the blood and urine, Wassermann reactions and 
Mantoux intracutaneous tuberculin reactions. Roent- 
genological examinations of the gastro-intestinal 
tract and gall-bladder, bacteriological studies and 
such special tests as the Frei test were made when 
indicated. Roentgenographs of the chest were made 
in many instances prior to 1935 and routinely from 
1935 to the end of the study. In the latter years 
gonococcus complement fixation reactions on the 
blood serum were routine. Serologic studies for 
Brucella infection and biopsy of lymph glands for 
sarcoid were not routine until 1939. This study is 
therefore of no value in reflecting the etiological 
importance of these diseases. 

The patients in the study were divided into two 
groups. The first group consisted of 244 patients 
in whom the results of the diagnostic study and the 
therapeutic response to treatment were so clear that 
a definite diagnosis of the etiological factor respon- 
sible for the ocular disease appeared justified. These 
patients are shown in Table II. In 45, or 18.4 per 
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to miscellaneous conditions such as herpes, sarcoid, 
etc. The patients in which the uveitis were attrib- 
uted to foci of infection had either apically infected 
teeth, infected tonsils, infection of the accessory 
nasal sinuses, or chronic non-specific infections in 
the genito-urinary tract. In these patients there 
appeared a causal relationship between the foci of 
infection and the ocular disease, and the therapeutic 
response to the eradication of the focus of infection 
seemed such as to justify this assumption. 

The second group consisted of 318 patients in 
whom the diagnostic study revealed no evident clear- 
cut etiological factors to which the uveal inflamma- 
tion could be attributed, and in whom only a pre- 
sumptive diagnosis, therefore, appeared justified. 
Fourteen, or 4.4 per cent, of these patients had 
syphilis, but the occurrence and character of the 
uveal disease did not altogether fit in with the usual 
picture of ocular syphilis. In 147, or 46.2 per cent, 
the ocular inflammation was believed to be tuber- 
culous in origin, but in these patients there was 
insufficient evidence to make other than a presump- 
tive diagnosis. One hundred and sixteen patients, 
36.5 per cent of this group, had definite foci of in- 
fection but in none of them was there any evidenc2 
the focus of infection was causally related to the 
ocular inflammation. 
foci of infection were operated and eradicated on 
account of the local condition, and in hopes such 
eradication might improve the general resistance 


In the greater number the 


and local eye disease of the patient. In none was 
the result sufficiently striking to suggest a relation- 
ship between the focus of infection and the uveal 
tract inflammation. These 116 patients may have 
been examples of a latent ocular tuberculosis, of 


TABLE II (GuyTon AND Woops) 
ANALYSIS OF 244 CASES OF UVEITIS, WITH DEFINITE DIAGNOSIS OF ETIOLOGICAL FACTOR RESPONSIBLE 
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cent, the uveal inflammation was due to syphilis; 
in 132, or 54.1 per cent, to tuberculosis; in 31, or 
12.7 per cent, to foci of infection; in 10, or 4.1 per 
cent, to gonococcus infection; in 14, or 5.7 per cent, 
to acute systemic disease, and in 12, or 4.9 per cent, 


obscure etiological factors that defied detection, or 
possibly examples of uveal disease secondary to foci 
of infection, but so firmly established that eradica- 
tion of the foci was without effect on the ocular pic- 
ture. In 16, or 5 per cent, there was some evi- 
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a Tasie III 
{ ANALYsIS OF 318 CASES OF UVEITIS, WHERE ONLY PRESUMPTIVE D1AGNosis CoULD BE MADE 
= | i | Pack - | Non-Granulo- Miscellaneous, Herpes, 

| Syphilis omeeeeeans Infection | Gonorrhea — Systemic Brucellosis, Sarcoid, 

| | | isease etc. 

= Ee .. 

—" | | 147 116 16 CO 19 6 

i Percentage | 44% | 46.2% | 36.5% |  $% | 6.0% 1.9% 
4 vance ae ee a ae + ee a: 
} dence that gonorrhea might be the cause of the and foci of infection as causes of uveal disease, and 
4 ocular disease, but the evidence was inconclusive. the decline of the implicit belief in the doctrine of 
A In the remaining 25 patients, 8 per cent of the en- focal infection. 
2 tire group, there was no cause found to which the There is a moderate amount of experimental work 
q uveal inflammation could be attributed, and it was dealing with the relationship of ocular disease and 
j assumed that either the original cause had been some focal infection. Zanettin* cultured bacteria from 
j systemic infection which had passed and left the supposed foci in the tonsils, teeth, or genito-urinary 
! ocular disease as its only residuum, or that the tracts in 19 patients with iritis and inoculated a 
| actual cause was so obscure it lay beyond the ability large series of rabbits intravenously with these 
4 of modern medical diagnostic procedures to detect organisms. In 64 per cent of the inoculated ani- 
4 it. The composite figures for both groups are shown mals a violent congestion of the iris occurred, the 
i in Table IV. same phenomenon persisting in the second transfer. 
4 Taste IV 
i ANALYSIS OF 562 CASES OF UVEITIS, DEFINITE AND PRESUMPTIVE DIAGNOSIS OF ETIOLOGY 
os ' ; Foci of : | Non-Granulo- 
i Syphilis Tuberculosis nett ool Gonorrhea | matous Systemic Miscellaneous 
4 | Disease 7 
j Number of ha 
4 Cases 59 279 147 26 33 18 
| Percentage | 10.5% 49.7% 26.1% | 4.6% 5.9% 3.2% 
ag a aati = —— - on ———— ow. 
A summary of these four papers on the etiology Traut*® cultured pleomorphic streptococci from the 
p of uveal disease is shown in Table V. The differ- circulating blood of five patients with acute iritis, 
: ence in importance attributed to focal infection and thus demonstrating a bacteremia might occur in the 
3 tuberculosis is striking. It is certainly more than acute stages of the disease. Berens and his co-work- 
4 can be explained either on the basis of the greater ers have published a series of studies dealing with 
i chronicity of the cases of uveitis, the differences in the relationship of ocular disease to foci of infec- 
4 the material studied, the changes or amplification in tion. In the first report*’ they described studies indi- 
5 diagnostic study between 1916 and 1940, the indi- cating that a high agglutinin titer to an autogenous 
¢ vidual interpretation of different observers or the _ strain of streptococci cultivated from a focus of infec- 
é correlation of clinical-pathological material. It il- tion was strong presumptive evidence that the strain 
¢ lustrates the change of opinion in the course of two was related to oculardisease. In a second experiment* 
' decades on the relative importance of tuberculosis they injected rabbits intravenously with organisms 


TABLE V 
SUMMARY OF THE STUDIES OF IRONS AND BRoWN, IRONS AND GUYTON AND Woobs, ON THE ETIOLOGY OF UVEAL DISEASE 
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isolated from the teeth and tonsils of patients with 
inflammatory ocular disease, and obtained an iritis 
in 44 per cent of 61 different strains, while in a 
contrél group of 69 stock strains of organisms, 
iritis occurred in only 29 per cent of the inoculated 
animals. In a third paper* they studied the ocular 
lesions resulting from single and multiple injec- 
tions of various organisms, and found that iritis 
and microscopic lesions of the uveal tract might 
occur following the injection of relatively small 
doses of these organisms, especially of streptococci. 
Multiple doses were more efficacious than single 
doses. Few eye lesions, however, resulted from arti- 
ficially implanted foci of infection, and there was 
no higher incidence of iritis in animals with a con- 
current arthritis than in those with no demonstrable 
involvement of the joints. Chojnacki®® isolated 
streptococci cultured from apical abscess in ten cases 
of iritis and four cases of axial optic neuritis, and 
inoculated these streptococci intravenously in rab- 
bits. Twenty-four of thirty-eight such experimental 
rabbits developed ocular inflammation. Other ex- 
perimental studies on the direct relation of foci of 
infection to inflammatory ocular disease are along 
these same lines, dealing in the main with the elec- 
tive affinity of organisms isolated from the primary 
foci for the eyes, and the experimental production 
of ocular lesions in animals by the intravenous in- 
jection of such organisms. 

It is obvious that while there is clinical and ex- 
perimental evidence supporting the hypothesis that 
ocular disease may be caused by bacteria carried 
to the eye from remote foci of infection, such evi- 
dence is largely suggestive and circumstantial. It 
consists, first, in the indisputable fact that many 
cases of ocular disease are encountered in which 
there is no demonstrable systemic cause other than 
the presence of remote foci of infection; second, 
there are countless instances in which dramatic and 
prompt healing of the ocular disease has followed 
eradication of the primary focus; third, sudden 
transient exacerbations are occasionally observed 
after extraction of teeth or removal of tonsils and 
it is argued that these indicate a relationship be- 
tween ocular disease and the focus of infection; 
fourth, there is some evidence that blood stream in- 
fection may be present in the early stages of the 
ocular disease; fifth, in experimental animals an 
iritis may be produced by the intravenous injection 
of organisms, especially streptococci; and, finally, 
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there is some far-from-convincing evidence that 
some organisms may have a special predilection for 
ocular tissue. 

Against each of these points, however, grave ob- 
jection may be raised. Against the first point, that 
many cases of uveal disease are encountered for 
which no systemic cause can be found other than 
foci of infection, may be advanced the following 
fact: Foci of infection are present in many other- 
wise healthy people, and despite various reports to 
the contrary, they do not appear more frequently 
in patients with uveitis than in patients without 
uveitis. Hughes®! studied the incidence of dental 
infection and sinus infection in a series of patients, 
most of whom had uncomplicated cataracts and none 
of whom had any evidence of uveal disease. This 
study was made at the Wilmer Institute under 
exactly the same conditions which governed the 
study made by Guyton and Woods in patients with 
uveitis. Guyton and Woods correlated these figures 
statistically to conform with the age distribution in 
decades for the patients with uveitis and compared 
the incidence of such foci of infection in the two 
groups. This comparison is shown in Table VI. 


TABLE VI 


INCIDENCE OF Focl OF INFECTION IN 523 PATIENTS WITH 
UvEiITiIs AND 507 CATARACT PATIENTS WITHOUT UVEITIS 
(CORRECTED STATISTICALLY TO CONFORM WITH AGE 
DISTRIBUTION BY DECADES) 





| Foci of Infection 
a 
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Dental 








| : 
Tyre of Patient | fel | Infection oe 
Patients with uveitis | 523 | 27.1% “12.4% : 
| 25.8% | 13.0% 


Patients with cataract | 507 





Thus in the 523 patients with uveitis the inci- 
dence of dental infections and sinus infections were 
respectively 21.1 per cent and 12.4 per cent and in 
the 507 patients with cataract the incidences were 
25.8 per cent and 13 per cent. On the basis of these 
figures it is manifestly absurd to advance the argu- 
ment that the mere finding of dental and upper 
respiratory tract infection in patients with uveitis 
is evidence of a causal relationship between the two. 
The fact that no other etiological factor can be 
found is at best only negative evidence. 

In recent years American ophthalmologists have 
realized more and more the importance of tubercu- 
losis and brucellosis as causes of ocular disease, 
and the difficulty in reaching an accurate. diagnosis 
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in either of these is well known. Many of the cases 
of uveal disease formerly attributed to focal infec- 
tion are probably instances of ocular tuberculosis, 
and the presence of infected tonsils, sinusifis, or 
periapically infected teeth only incidental and in- 
consequential findings. The following case history 
is typically in point. 

M. L., age 34. Examined March 3, 1930. Inac- 
tive uveitis of right eye and phthisis bulbi of left 


eye. History of bilateral uveitis two years previ- 
ously. Survey disclosed latent syphilis, chronic 


sinusitis, chronic tonsillitis, carious teeth with gin- 
givitis, bronchitis, sub-acute pelvic inflammatory 
disease. Radiograph of chest showed non-tubercu- 
lous infiltration of lungs. Sensitive only to 0.1 
On May 25, 1932, left eye 


Histological 


mgm. of tuberculin. 
was removed as a lost sightless eye. 
examination showed classical picture of tuberculous 
cyclitis. 

Second, the argument that dramatic cures so often 
follow eradication of the foci of infection may be 
countered by the argument that such spontaneous 
cures frequently occur if nothing is done, and like- 
wise in a great number of instances removal of all 
possible foci of infection leaves the unfortunate 
patient no better off as concerns his eyes than he 
was in the beginning. Stripped of tonsils and teeth, 
often the victim of colonic irrigations, abdominal 
and genito-urinary operations, the patient may fi- 
nally be reduced to only those organs necessary for 
existence, while all the time his ocular disease pro- 
gressed remorsely to blindness. That the incidence 
or recovery or improvement in ocular disease after 
eradication of foci of infection is not that indicated 
in many enthusiastic reports is evidenced from the 
report of Mata.®? In a series of carefully studied 
inflammatory eye diseases believed due to dental 
infection, he found that extraction of the infected 
teeth and cleaning up of the oral infection resulted 
in healing of the eyes in 12.5 per cent. Further, 
the improvement in ocular lesions after eradication 
of the focus of infection may be relief from absorp- 
tion of non-specific material from the infected focus 
and this improvement may be only temporary. Thus 
von Hofe** reported thirteen cases of inflammatory 
ocular disease, all of which cleared on removal of 
infected tonsils, or the cleaning up of oral sepsis. 
In ten of these, however, the improvement was. only 
temporary, the eyes relapsing to their former condi- 


tion. An essentially similar finding -was reported 
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by Guyton and Woods. In their series of patients 
in whom the uveitis appeared causally related ‘to 
foci of infection, the foci were totally removed in 
42 patients, partially removed in 11 patients and 
not removed at all in 21 patients. The incidence 
of recurrences in the three groups, over a period of 
observation from 3.8 to 4.2 years were respectively 
33, 36 and 29 per cent. As early as 1933 Lourie,“ 
after reviewing the evidence to date, concluded that 
TABLE VII 


EFFECT OF REMOVAL OF Foc! OF INFECTION ON 
RECURRENCES OF UVEITIS 




















Average 
Treatment of Foci| No. of period | Previous Recur- 
of Infection Patients | followed,| Attacks | rences 
years | 
Totally removed 42 4.5 | 55% | 33% 
Partially removed 11 3.8 | 73% | 36% 
Not removed 21 42 | 67% 29%. 











neither the present state of scientific knowledge or 
clinical observations justified the operative removal 
of the suspected foci for the purpose of alleviating 
ocular infections. ' 
Third, the exacerbations of the ocular disease 
occasionally observed immediately following the 
eradication of a focus of infection are explained 
by advocates of the focal infection theory on the 
grounds of an activation of the eye lesion by the 
transient bacillemia which so often follows opera- 
This is, of 


course, possible, but it cannot be proven. It may be 


tive interference on an infected focus. . 
better explained either as a simple Swartzman phe- 
nomenon, the lighting up of an inflammatory focus 
through absorption of non-specific protein, or on the 
basis of allergic shock to specifically sensitized 
tissue. 

Fourth, the finding of a transient bacillemia in 
the early stages of an inflammatory uveal disease, 
while it does occur, is an extremely infrequent oc- 
currence, and Kolmer®® has emphasized how rare 
positive cultures are obtained in the blood stream 
and the aqueous in cases. of acute iritis, and, further, 
that the transient bacteremias which occur in infec- 
tion of the teeth, tonsils and other structures, are 
quickly controlled by the bacteriostatic action: of 
the blood. Further, it is remarkable, when one con: 
siders the large number of cases of streptococcus 
and staphylococcus septicemia, that secondary int 
fection of the uveal tract so seldom occurs. 

Fifth, while it is wel] known that iritis and uveall 
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tract infections may follow the intravenous injection 
of bacteria in animals, the claim of selective affinity 
of certain strains of organisms for ocular tissue is 
so flimsy that it has no place in court. Every in- 
vestigator who has injected animals intravenously 
with living bacteria is quite well aware that occa- 
sionally, sometimes frequently, metastatic lesions 
occur in the eye. Primarily these lesions are puru- 
lent or give the picture of an enophthalmitis, and 
only occasionally simulate.or suggest the clinical 
lesions of the iris and uveal tract attributed to focal 
infection. While lesions do occur in the eye, they 
likewise occur with equal frequency in diverse or- 
gans, the liver, kidneys, spleen, etc. The figures 
cited to indicate oculotropism are totally uncon- 
vincing. It is, of course, conceded that bacteria 
do develop a certain environmental preference, but 
there is vastly more experimental evidence against 
oculotropism and the elective affinity of bacteria 
than there is for these suppositions. Thus Bellavia®® 
injected rabbits with cultures of organisms obtained 
from foci of infection in patients with ocular dis- 
ease. While he observed slight ocular changes of 
short duration, it was not possible to reproduce the 
ocular affection of the donors in the experimental 
rabbits. Giani®’ studied the localization of various 
organisms in both normal and traumatized eyes 
inoculation. Peculiarly enough, 
he found the highest incidence of ocular localization 
occurred with B. prodigiosus and a comparative 
low incidence of localization with various strepto- 


after intravenous 


There was no difference in localization in 
the normal and untraumatized eyes. Cusumano*® 
passed organisms, streptococci and staphylococci, 


cocci. 


from eye to eye of different series of experimental 
rabbits, in the hopes of developing an elective af- 
finity of the organisms for ocular tissue. When 
these organisms were later injected intravenously, 
lesions occurred throughout the body, in the eye, 
liver, joints, kidneys, and spleen, a slight prefer- 
ence for the eye being shown by streptococci culti- 
vated in brain broth. Nothing suggesting specific 
organotropism was found, his results being in dis- 
agreement with those of Rosenow and his followers. 


Scientific proof that ocular disease of unclear 
etiology may be caused by bacterial metastasis from 
remote foci of infection, the crux of the focal infec- 
tion theory, appears woefully absent and an impar- 
tial judge is forced to agree with Verhoeff that be- 
lievers in such direct bacterial metastasis must base 
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their belief on faith alone. There is, however, a 
strong possibility that foci of infection may be re- 
lated to remote disease, not by direct bacterial 
metastasis but through sensitization and intoxication 
of the secondarily affected tissues by bacterial pro- 
teins, or secondary metastatic products absorbed 
from a primary focus. This possibility has been 
the subject of much interesting and productive in- 
vestigation. 


As early as 1902 Menzer®® observed that im- 
munity might play a very important part in the 
production of certain arthritic conditions. In 1916 
Billings mentioned the possible part anaphylaxis, 
or allergy, might play in the production of secondary 
metastatic foci from the primary focus, but dis- 
missed it as an idea for further investigation. In 
1928 Holman expressed his belief that the funda- 
mental basis of many rheumatic disturbances was 
a hypersensitiveness to various exciting causes and 
cited the work of Boots and Swift, indicating the 
arthritis of serum sickness was clearly an allergic 
phenomenon, and of Turnbull,®' which indicated 
that in the absence of foci of infection food hyper- 
sensitiveness might be responsible for certain cases 
of arthritis. As early as 1914 Fuchs and Meller™ 
produced an experimental iritis in animals by intra- 
ocular sensitization of eyes with human serum and 
intoxication by intravenous injection thirty-five days 
later, thus proving an allergic iritis was a possible 
experimental entity. 
eye inflammation may be related to hypersensitivity 
from absorption of toxins or bacterial products from 


The evidence that secondary 


a focus of infection begins with the work of Swift 
and Derrick® in 1928. 
by proper inoculation with streptococci a specific 


These authors found that 


bacterial hypersensitivity, quite like the tuberculin 
hypersensitivity in tuberculosis, could be produced 
in experimental animals, and that the eye partici- 
pated in this hypersensitivity. Later contact of the 
sensitized eye with the specific bacterial antigen 
produced an inflammatory reaction. The 
hypersensitivity was best produced by an implanted 
agar focus kept infected with streptococci for many 
months. Studying the sensitivity thus produced they 
found a period of greatly increased sensitivity or 
hypergy, when there occurred a maximum tissue 
response to a minimum stimulus. This reaction was 
further studied by Derrick, Hitchcock and Swift,™ 
and by Schultz and Swift, who showed that this 
state of hypersensitivity might be produced either 


ocular 
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by an infected agar focus or repeated intracutaneous 
inoculations. Once produced it lasted at least up 
to the seventieth day, and there was no parallelism 
between the ocular and cutaneous sensitivity. Julian- 
elle® studied the question, using pneumococci, and 
showed the nucleoprotein fraction of the bacterial 
body was responsible for this tissue hypersensitivity. 
Brown®™ varied this procedure somewhat by sensitiz- 
ing the eyes by anterior chamber injection of various 
proteins, bacterial toxins, and killed bacteria. After 
a proper rest period the intravenous injection of the 
specific antigens to which the eye had been sensi- 
tized produced a serious iritis with pericorneal in- 
jection and dilatation of the iridic vessels. After 
the first attack quieted, repeated intravenous injec- 
tion of the antigen produced further exacerbations, 
with exudates in the anterior chamber and posterior 
synechiae. Brown called attention to the fact that 
the clinical picture of the iritis thus produced by 
allergic methods closely resembled the type of re- 
current serous or plastic iritis observed clinically, 
and was quite different from the purulent iritis, 
panophthalmitis, or endophthalmitis usually pro- 
duced by the intravenous injection of living or- 
ganisms. 

These various experimental procedures employed 
to produce an allergic iritis are all open to the 
criticism that either at sensitization or intoxication 
there was some traumatism of the eye. However, 
in 1936, MacLean® succeeded in producing an iritis 
by sensitization of the eye through repeated intra- 
cutaneous inoculations of living organisms and in- 
toxication by intravenous injection of the organism, 
a procedure which involved no traumatism of the 
eyes. 

It is apparent that a quite reasonable experimental 
basis exists for the supposition that primary foci 
of infection may be related to secondary ocular in- 
flammation through a mechanism of sensitization 
Indeed, 


if such an allergic basis is assumed it is not neces- 


and intoxication from the primary focus. 


sary to postulate that the primary source of sensiti- 
zation and intoxication be a clinically infected 
focus of infection. It is quite within the realms of 
reason that all mucous membranes and even cu- 
taneous surfaces, whether clinically infected or not, 
may act as potential portals of entry for bacteria 
into the blood stream. Clinical support of this 
theory, is, however, still lacking and the technical 
difficulties are so great that such evidence may be 
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impossible to obtain. The chief of these difficulties 
is demonstrating a significant sensitivity to the 
products of ordinary pathogenic bacteria. Indi- 
viduals are so constantly exposed to these organisms 
that more or less sensitivity is a routine finding. 
It is therefore impossible to attach much diagnostic 
significance to positive skin tests, or serologic reac- 
tions to common bacteria when autogenous organ- 
isms cultivated from a primary focus are used. It is 
likewise impossible at present to determine the local 
sensitivity of the diseased eye, which is, after all, 
the salient point. There is as yet no conclusive 
evidence that such findings as cutaneous reactivity 
or a high agglutinin titer against suspected organ- 
isms are of real diagnostic importance. All that 
can be said at this time is that experimental studies 
indicate such an allergic mechanism, for the pro- 
duction of ocular inflammation from a remote focus 
of infection is a possibility. 

Should clinical ocular disease result from sensiti- 
zation and intoxication of the eyes by material elab- 
orated from a remote focus of infection, it would 
explain several of the clinical observations advanced 
as supporting evidence by the advocates of the focal 
infection theory. The clinical improvement which 
so often follows eradication of the suspected focus 
might be due to the removal of the source of intoxi- 
cation. The exacerbations which occasionally fol- 
low the operative removal of the focus might be 
due to the sudden opening up of a large area for 
absorption of the responsible bacterial antigen. The 
exacerbations of the ocular disease which occasion- 
ally follow too large an injection of an autogenous 
vaccine might be a true focal reaction produced by 
an injection of antigen above the point of ocular 
reactivity. Not only would such an allergic mechan- 
ism explain the clinical observations which are sup- 
posed to indicate a relationship between ocular 
disease and a focus of infection, but it would also 
answer the various arguments against direct bacterial 
metastasis. Unfortunately, while there is a reason- 
able experimental basis for believing such a mech- 
anism may exist, there is no proof of such in 
patients, nor does such proof appear likely to be 
immediately forthcoming. 

Thus stands the theory of focal infection today as 
regards ophthalmology. It still remains one of the 
tenets of faith for many, if not the majority of Amer- 
ican ophthalmologists. It must be candidly admitted 
that practically all the actual evidence in favor of the 
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theory as originally set forth and generally sub- 
scribed to is totally clinical, largely suggestive and 
circumstantial. If this theory continues to be ac- 
cepted and followed in the clinical practice of 
opthalmology, such acceptance and practice must 
be largely on faith. However, it is assumed that 
there may be a cause and effect relationship between 
a primary focus of infection and ocular disease 
through such a mechanism as sensitization and in- 
toxication of the diseased eye by bacterial products 
absorbed from the focus of infection. A fair experi- 
mental basis can be advanced for such an assump- 
tion, although clinical evidence is lacking. 

. From the practical viewpoint the wisest course in 

the treatment and diagnosis of endogenous ocular 

disease is to continue the search for foci of infection. 

When such foci are found, if they are believed suf- 

ficiently severe or capable of impairing the general 

health of the patient, they should be removed either 
for their own sake or to improve the general health 
and resistance of the patient. If there is anything 
in the clinical picture to suggest a relationship of 
the diseased focus with the ocular inflammation, 
such as the outbreak of the ocular disease coinci- 
dent with a lighting up of the primary focus, an 
undue sensitivity of the patient to organisms iso- 
lated from the primary focus, or a flare-up of the 
o¢ular inflammation after injection of a vaccine pre- 
pared from the primary focus, then operative eradi- 
cation is indicated whether one believes the ocular 
disease is caused by direct bacterial metastasis, by 
sensitization and intoxication by bacterial products, 
or by absorption of toxins from the primary focus. 

However, the routine removal of minor and symp- 

tomless foci of infection as a cure-all for endo- 

genous ocular disease has no place in modern 
ophthalmology. 
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INFECTIONS OF THE HAND* 


Ray H. Grusss, M.D., 
Christiansburg, Virginia. 


Infections of the hand are common to both the 
medical men and the surgeons. 


So many of us 


are prone to treat lightly abrasions, scratches or 
puncture wounds of the finger and hand, but we 
should remember that Insurance Companies and 
Industrial Boards estimate that ten per cent of all 
permanent’ disabilities result from infections of the 





*Read before the Southwestern Virginia Medical Society 


at Wytheville, April 23, 1942. 


hand, and out of this ten per cent, fifty or sixty 
per cent are the result of what was thought to be 


trivial wounds. A large proportion of infections of 
the hand begin as needle pricks, splinters of wood, 


scratches, or puncture wounds, and if we could get 
the laity to go to their doctor immediately after re- 
ceiving a minor wound, more serious complications 


could be prevented. 
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Contributing factors to hand infections are: 

1. Failure of the patient to report to the doctor 
immediately after injury. Minor accidents are fre- 
quently infected. 

2. In Industrial Plants, too much dependence is 
put in the first aid outfit and the emergency man. 
Many of these cases should be sent immediately to 
the surgeon. 

3. The fellow employee often removes a splinter 
or foreign body with a dirty knife. Remedies com- 
monly used by fellow employees are such as—plac- 
ing chewed tobacco in the wound, washing out the 
wound with water, then applying a dirty rag or 
piece of waste. 

4. The anemic, 
more prone to get infections, and poor home facili- 
ties contribute to these infections. Packers, porters, 
restaurant workers, dish washers, stenographers, 
clerks and office workers are more prone to hand 
infections than outside workers, such as carpenters, 
masons, railroaders, etc. 

Let us take the simpler conditions first, namely, 


under-nourished individual is 


bone felons, and paronychia. Bone felons nearly al- 
ways involve the terminal phalanx. Diagnosis of a 
felon: Redness, pain, tenderness and swelling of the 
pulp of the distal phalanx. The end of the finger is 
bulbous due to edema. The swelling and pain are 
more pronounced than that found in simpler in- 
flammation. 

The treatment is immediate incision. 
often made by failure to distinguish between an 
early lymphangitis and a true localization of the 
distal phalanx. Remember that a bone felon is 
well localized. The second error is waiting for 
fluctuation. Destruction of the connecting tissue 
takes place if incision is delayed. In general, one 
may say that when there is present a painful, tender 
distal phalanx with excessive edema limited to the 
phalanx, incision should be made. This incision 
should be made on the lateral side, not in the mid 
line. Some prefer a circular, fish mouth incision 
around the end of the finger, which does give a per- 
fect drainage, but this leaves a tender scar which 
interferes with function. If the terminal phalanx 
is entirely loose, it is best to remove this. 

Paronychia, or run arounds, begin at one side 
of the nail as a simple infection, frequently from a 
hang nail or manicure. First there is a localized 
swelling the size of a wheat germ which is actually 
a sub-epithelial abscess. If this is opened early, im- 
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mediate recovery takes place. If neglected, this in- 
fection spreads around the side of the nail complet- 
ing the run around. It will invade the base of the 
nail sulcus., Chronic infection may ensue, and once 
this takes place, the chronic infection may last for 
several weeks. 

Treatment is to incise along the outer side of 
the nail, never incise through the mid line, as in so 
doing, we interfere with the nail bed and overlying 
epithelium, which might permanently cause a split 
nail. It is well to reflect the overlying epithelium 
and pack so as to allow free drainage. 

Another frequent infection that we encounter is 
what is known as the collar button abscess. The lo- 
cation is nearly always at the distal edge of the 
palm, under the dermal and epidermal tissues. 
In working men, the epithelium becomes mark- 
edly hypertrophied, making a dense sheet under 
which the pus spreads. An infection present under 
the dermis passes through this layer to the epider- 
mal tissue, and a second abscess forms, thus pro- 
viding a dumb-bell shaped accumulation of pus. 

Treatment is early incision, and it is important 
to open into both pockets. Don’t be content to stop 
when you strike pus. Always examine carefully by 
inspection ‘with a probe for a second pocket. If 
pus has extended into the space in the web, make 
a drain by through and through incision from the 
palmar to the dorsal surface. 

Infections of the hand usually fall under three 
classes, namely, lymphangitis, teno-synovitis, and in- 
fection involving the major fascial spaces. It is 
necessary that the between 
these conditions as they are treated differently. 

We will first discuss lymphangitis. Lymphangitis 
may be superficial or deep. There is a rapid in- 
crease of the swelling of the entire hand and fore- 
arm, with the greatest tenderness and swelling and 
redness on the dorsum. Red lines of lymphatic in- 
fection may be seen running up the arm, elbow 
and axilla. There is absence of pain on extension 
of fingers or thumb. This is important to remem- 
ber. The fingers can be moved voluntarily without 
pain. There is absence of tenderness over the ten- 
don sheathes of the mid-palmar and thenar spaces. 
There is absence of bulging in the palm. The pa- 
tient often presents great prostration. 

The superficial lymphangitis lacks the great 
swelling of the hand. First, the patient gives the 
history of an abrasion or injury of the hand. With- 
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in a short time he complains of headache, thirst, 
restlessness and fever. The lymphatics pursue the 
shortest course to the back of the hand. The lym- 
phatics from the little and ring finger pass to the 
glands of the epitrochlea region at the elbow, those 
of the thumb and index finger course about the 
back and outerside of the forearm and wind their 
way to the axillary gland. 

Treatment of lymphangitis is based on conserva- 
tion and conservatism. The ill advised incision 
can do lots of harm. The position of masterful in- 
activity is most difficult to maintain, and yet the 
surgeon is constantly aware that his tendency to 
incise is due to his desire to do something rather 
than exact knowledge what to do. Therefore, we 
use local measures to wall off and overcome the in- 
fection. Until localization is present, use hot, moist 
dressings, rest and splinting of the hand and arm 
—and let me emphasize here, use voluminous dress- 
ing from the hand to the axilla. Do not stop at 
the elbow, even though the infection seems to be 
limited to the forearm. Carry the hot, moist dress- 
ings all the way to the axilla. No incision is to be 
It is well to 
start one of the sulfonamide drugs immediately be- 


made unless frank pus is present: 


cause the streptococcus is more often the offending 
organism. 

Teno-synovitis:—lIt is often difficult to differenti- 
ate between lymphangitis and teno-synovitis. More 
cardinal symptoms of teno-synovitis are as follows: 

1. Exquisite tenderness over the course of the 
sheath and limited to the sheath—get this—limited 
to the sheath. 

2. The finger nearly always assumes the posi- 
tion of flexion. 

3. Marked pain on extending finger, most marked 
at the proximal end. 

4. Symmetrical swelling of the entire finger. 

The entire finger is uniformly swollen. The en- 
tire hand is slightly tender and the fingers are all 
slightly flexed. Extension may and often does ex- 
tend along he sheath to the larger bursa and spaces. 
The most conspicuous and valuable sign in this 
diagnosis of teno-synovitis is the extension of 
marked tenderness of the area involved. It is well 
here to review the anatomy of these synovial sheaths 
of the finger. The synovial’ sheath of the index, 
middle, and ring finger begin just distal to the dis- 
tal interphalangeal joints and extend into the palm, 
about one thumb’s breadth proximal to the web, 


while that of the thumb and little finger extend the 
entire length of the hand, enlarging into a sac, and 
are known as the radial and ulna bursa respectively. 
These are often connected at the upper part of the 
hand, and this is an important surgical considera- 
tion. An infection of one might involve the other. 
The sheath of the thumb and little finger extends 
a thumb’s breadth above the transverse carpal liga- 
ment at the wrist, so we can see that infections in- 
volving the little finger or the thumb have more po- 
tential danger than that of the index, middle or ring 
finger, and often infection will actually pass under 
the transverse carpal ligament at the wrist and in- 
volve the forearm. 

The major fascial spaces of the hand: The three 
most important fascial spaces of the hand are the 
mid-palmar, thenar and hypothenar. The thenar 
and mid-palmar are by far, the most important and 
most frequently involved. The infection of the sheath 
of the middle, ring and little fingers would involve 
the mid-palmar space, by simple extension, while 
the thenar space most likely becomes involved by 
extension along the sheath of the thumb and index 
finger. When the mid-palmar space is involved, 
we notice that a slight bulging of the palm is notice- 
able in spite of the palmar fascia. The swelling 
and exquisite tenderness is important; early before 
this swelling becomes marked, the tenderness is 
limited to the mid-palmar space. There is exten- 
sion along the lumbrical canal so that swelling at 
the web of the fingers is prominent. The fingers 
are flexed. The relation of the swelling of the palm 
to that of the thenar area is of great surgical im- 
portance. With infection of the mid-palmar space, 


there is an associated swelling of the thenar space, - 


but this is due to edema. When the thenar space 
is involved with pus, the swelling is out of all pro- 
portion to that of the palm if it is involved. The 
thenar space will look as if a balloon had been in- 
serted and blown up to its full capacity. The 
thumb is pushed away from the hand. The edema 
of the back of the hand is always present and swell- 
ing is much greater than that of the palm, due to 
the loose tissue; however, the pus is always on 
the palmar side. Remember that edema gives rise to 
a soft pitting, while, if pus is present, induration 
can always be felt. If this point be remembered, 
embarrassing mistakes can be avoided. I want to 
emphasize this, that location of the greatest swell- 
ing does’ not indidcate the position of the pus. The 
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excessive swelling comes in the area where there is 
the largest amount of loose cellular tissue, namely, 
the dorsum of the hand. Almost always, the pus 
is on the palmar or flexor surface. Remember, too, 
that the point of tenderness is of marked impor- 
tance in locating pus. The hypothenar space, 
the least important of the three, is separated from 
the remainder of the hand in that it is not in- 
volved secondarily to palmar infections. If che in- 
fection is in the mid-palmar space, pus may extend 
to the lumbrical canal, to the web, and possibly 
rupture into the thenar space. Abscesses involving 
the thenar space will ordinarily come to the sur- 
face on the dorsum, between the thumb and index 
finger, or may rupture into the mid-palmar space. 
An abscess involvins the hypothenar space will or- 
dinarily come to the surface upon the dorsum. Here 
again attention is called particularly to the rarity 
of abscesses upon the dorsum, even though the 
swelling is most marked in this area. An unnec- 
essary incision is often made. In infections of the 
finger or the hand, it is very important to know 
the correct place to make the incision. In the fingers, 
the incision is best made on the lateral aspect, not 
in the midline, as this would leave a tender scar 
and would interfere with function. Make the in- 
cision adequate, too large rather than too small. 
If this infection has extended up the finger and in- 
volved the lumbrical spaces, carry the incision into 
the palm about one-fourth inch. Infection of the 
tendon sheath of the index finger usually passes to 
the lumbrical space on the outer side of the finger 
and may extend into the thenar space. If this be 
the case, carry the incision along the radial side of 
the metacarpal bone, the incision lying dorsal to 
the web, extending from the thumb to the base of 
the index finger. With infection involving the ten- 
don sheath of the thumb on the flexor aspect, the 
surgeon should dissect down to the tendon and open 
the sheath and enlarge this incision into the di- 
lated portion of the sheath, namely, the radial bursa 
in the thenar eminence. Do not confuse this with 
the involvment of the thenar space abscess, as 
the line of incision is different in that case. Re- 
member, I am still speaking of involvement of teno- 
synovitis of the flexor surface of the thumb. This 
tendon is nearer the palm, while the mass of thenar 
muscles lies to the radial side of the incision. This 
incision is best carried to the lower border of the 
transverse carpal ligaments. Extension along the 
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sheath of the little finger often extends to the di- 
lated portion of the sheath which is known as the 
ulnar bursa. An incision here begins at the distal 
crease of the palm and extends to the radial side 
of the hypothenar eminence. 

Let us consider the abscess involving the two 
main spaces of the hand, the mid-palmar and thenar 
space. The mid-palmar space 





and keep in mind 
that this is most often involved by infection of the 
middle, ring and little finger—is best opened by 
making an incision along one of the lumbrical ca- 
nals of the three fingers. Choose the canal already 
infected. The lumbrical canal of choice would be 
that between the middle and ring finger. Extend 
this incision one or one-half thumb’s breadth into 
the palm. 

For involvement into the thenar space, the incision 
is carried along the radial side of the index meta- 
carpal, as pointed out above, being dorsal to the 
web, and with a small artery forceps one can thrust 
into the space. This incision leaves no tender scar 
on the palmar surface. Care should be exercised in 
not spreading the forceps beyond the middle of this 
metacarpal bone for fear that we would spread the 
infection to the mid-palmar space. 

Post-operative care of infections of the hand: 
Immobilization of the hand is paramount. No sur- 
geon would fail to immobilize a fractured leg or 
arm. Often one fails to remember that after an 
extensive injury to the soft part by trauma or in- 
fection, immobilization prevents pain and favors 
healing. If the finger is the only part that is in- 
If the hand is in- 
volved, put the entire hand on a splint. Put the 
hand to rest. It is ideal to put the hand up in a 
position of function while it is convalescing. If 


volved, put this on a splint. 


the hand is involved more than the finger, allow 
the fingers to have slight flexion and the hand ex- 
tended in a cocked-up position. This is a position 
of rest. 

Prophylactic treatment of injuries of the hand: 
Since a large portion of infections of the hand fol- 
low trivial injuries, for instance, if there should 
be a small puncture wound, or scratch, try to squeeze 
a drop of blood out of the wound and start hot ap- 
plications. In traumatic wounds of the hand, soap 
and water should be used abundantly. Do not use a 
harsh antiseptic. A thorough debridement should 
be done. Shave the wound if there should be any 
hair about it. If the hand. is greasy, use ether or 








672 VirGINIA MEDICAL MONTHLY 


benzine for cleansing. If for any reason the con- 
dition of the patient is such that a thorough de- 
bridement cannot be done, that is, if he should be 
in a severe state of shock, the paramount considera- 
tion is to prevent infection. If bones should be frac- 
tured, these are reduced, but no plates or screws 
or foreign material are used. Remove any loose 
bone fragments, but those having attachment to 
periosteum or muscle, replace as accurately as pos- 
sible and leave them alone. Fill the wound with 
sulfathiazole powder or sulfanilamide as you pre- 
fer, the former being the one of choice, and close 
without drainage; however, the wound should be 
closed loosely. 

In cases of infection of the hand, general anes- 
thesia is to be preferred. This enables the sur- 
geon to examine the pocket more thoroughly, and 
without pain. If this is attempted under local anes- 
thesia, he not only causes a great deal of discom- 
fort to the patient but takes a chance of spreading 
the infection. The common habit of pressing or 
squeezing wounds is to be condemned. If the in- 
cision is adequate, the pus will drain out. By using 
pressure, one is likely to spread the infection and 
squeeze pus into other spaces. 

First, decide whether to treat the hand conserva- 
tively or by incision. Hasty and ill advised incisions 


may do serious harm. It is better to err on the con- 
servative side if in doubt. Many lives have been 
lost because of surgical incision in lymphangitis or 
streptococcic cutaneous or subcutaneous infections. 
Be sure to differentiate between lymphangitis and 
streptococcic cutaneous infections of the hand, or 
whether you are dealing with a tendon sheath in- 
fection. Again, if you are in doubt, use volumi- 
nous hot, moist compresses. Incising a streptococcic 
cutaneous infection only tends to spread same, 
whereas delay in opening a tenden sheath, if it 
be involved, promotes necrosis of the tendon. One 
word of caution in using hot compresses to the hand: 
remember that an infected hand is less sensitive than 
a normal one and there is danger of a burn if we 
depend upon the patient to tell when the dressing 
is too hot. 

Let me emphasize again the importance of look- 
ing upon every minor or trivial wound of the finger 
or hand as a serious one, in that it has serious po- 
tentialities. Failure to recognize the type of infec- 
tion you are dealing with may permanently in- 
capacitate the patient from earning a living, or even 
worse, it might cost him his life. 

BIBLIOGRAPHY 
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THE WAR AND ITS EFFECT UPON THE MENTAL HEALTH 
OF THE ARMED FORCES* 


Dovuctas A. THom, M. D. 
Professor of Psychiatry, Tufts Medical School, 
Director, Habit Clinic for Child Guidance, 
Boston, Massachusetts. 


It is significant that your conference should give 
consideration to the problem of mental health and 
the armed forces at such an opportune time. I pro- 
pose to discuss some of the implications of social 
work to the war situation. 


SociaAL WorRKER—PAsT, PRESENT AND FUTURE 
The social work in this country is being carried on 
to a very large extent by women who are between 
the ages of twenty-five and fifty. The younger group 
are not so far removed from the first World War 
but what they are familiar with the effects of that 
catastrophe upon the social life of this country 





*Read before the joint session of the Mental Hygiene 
Society of Virginia and the Virginia Conference of Social 
Work at Richmond, April 24, 1942. 


during the past twenty-five years, while the older 
group have dealt intimately with families and in- 
dividuals whose maladjustments were caused either 
directly or indirectly by the war. 

We have now just embarked upon another one 
of those social cataclysms, the like of which man 
has never before experienced and the results of 
which are beyond the ability of man to prophesy. 
Yet, there seems to be a deep-seated conviction in 
the minds of those who are not prone to indulging 
in hysterical fears, pathological pessimism, and in- 
capacitating morbidity that the human ingenuity 
which created this pandemic of death and destruc- 
tion will eventually be directed toward more con- 
structive goals and the objective for which we are 
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fighting, that is, a better organized world in which 
to live will be achieved. 


INTELLIGENT EFFORT—MAXIMUM CONTRIBUTION 

In the meantime, all of us who are engaged in 
the humanitarian professions and services, whether 
they be jobs involving great responsibility or the 
menial tasks of the humblest worker, must not only 
work, but work intelligently in order that our ef- 
forts may contribute their maximum to the com- 
mon cause. 

It is imperative that we profit insofar as it is 
possible from the experiences of the first World 
War. We cannot afford to repeat the many costly 
mistakes we made at that time nor should we fail to 
utilize such information as we acquired which had 
value. 

NEUROSIS—THREE DIMENSIONS 

The war neurosis is a three-dimensional prob- 
lem. Its length can only be measured by time which 
extends from war to war. The casualties of the 
last war remain with us as a medical and social 
problem of gigantic proportions, and the effect of 
the present conflict is already bringing out evi- 
dences of nervous instability in the civilian popu- 
lation as well as in the armed forces. The breadth 
of the war casualties encompasses all the neurotic 
and psychopathic disabilities of civil life and may 
include practically every symptom in the whole 
category of medicine. Height can be appreciated if 
one studies the Annual Report of the Adminis- 
trator of Veterans’ Affairs. Here we find that 59 
per cent of all patients being cared for in veterans’ 
hospitals have neuropsychiatric disabilities, and 
while tuberculosis and general medical problems 
are declining, the neuropsychiatric cases are slow- 
ly increasing. The economic aspect of the problem 
is appalling when one considers the money spent 
on medical care, training, and compensation. 


NEvurROSIS RESISTANT TOWARD TREATMENT—— 
THREE PHASES 

The war neuroses begin early. They are long 
drawn out, difficult to treat, and tend to increase 
for at least a quarter of a century after the ces- 
sation of hostilities. 

There are three definite points of attack on the 
war neuroses. First, in the selection of the men 
who are to enter military service; second, in helping 
maintain the morale and caring for the mental 
casualties during combat service; and, third, in 
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aiding the soldier during the period of demobili- 
zation toward rehabilitation and readjustment to 
civil life. 

The problem of the war neuroses might well be 
considered in the light of these three outstanding 
phases of the soldiers’ military experience: (1) 
mobilization, (2) combat service, (3) demobiliza- 
tion. 

The social worker is interested in all three of 
these phases of the soldier’s career. Her most im- 
portant contribution, however, must necessarily be 
made during the period when the army is being 
mobilized and later on when the soldiers will be 
called upon to make the adjustments to civil life 
luring and following demobilization. The question 
may well be asked in all seriousness which period 
presents the most complex and difficult problems 
in the soldier’s experience—the transition from 
civilian life to that of a soldier, or the readjust- 
ments from military to civilian life? 

Let us first consider some of the problems related 
to the job of mobilizing an army of several million 
men who must be physically and mentally fit for 
combat service. 

The question of physical fitness of any given in- 
dividual can be attacked directly and objectively. 
The physician is equipped with mechanical devices 
such as the stethoscope, ophthalmoscope, micro- 
scope, electrocardiogram, x-ray, laboratory appa- 
ratus, and a variety of techniques—all of which aid 
in determining whether or not the candidate for 
service falls within the normal range of physical 
fitness. Such problems as may arise to bother the 
physicians interested in this particular field are not 
our concern at the moment. Having rationalized the 
difficulties of eliminating the physically unfit from 
the army, let us turn for a moment to those handi- 
caps and deficiencies, both actual and potential, 
that are fundamentally and predominantly mental 
in character. Here we have few instruments or 
mechanical devices which will aid us materially in 
making a decision as to the candidate’s mental 
fitness for military service. We have relatively few 
of the standards which are recognized as guides in 
evaluating mental fitness. We are dependent to a 
very large degree upon our ability to interpret cor- 
rectly from the mental examination, the history, 
and observation what we have a right to expect of 
the future behavior of the particular individual 
under observation. 
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The available information upon which our judg- 
ment must depend comes from two sources: 1. 
Knowledge of the individual’s personality makeup— 
his intellectual ability. The manner of man he ap- 
pears to be. 2. What is the record of the individual’s 
adjustment to civil life? Has he demonstrated his 
ability to successfully cope with the stresses of life 
to which he had been subjected up to the time of 
the examination and what has been the nature of 
his experience? 

We may take it for granted that every soldier 
will be subject to about the same physical stresses 
and mental strains during his military career. He 
must be considered a potentially front-line soldier. 
There is abundant first-hand information gathered 
from the last War as to just what a military career 
calls for. 

The Selective Service Boards have to assume 
for practical purposes that the candidate is mental- 
ly sound unless he shows some evidence of emo- 
tional instability or mental inadequacy during the 
rapid-fire six-to-eight-minute examination by the 
psychiatrist or the man himself gives a history 
of nervous instability, perhaps having been under 
treatment in a mental hospital or by a private 
physician, or other information is presented to 
the Board relatiye to the candidate’s fitness for 
military service. Any or all of the foregoing op- 
portunities for detecting the neurotic or psychotic 
individual can be, and are, frequently missed. The 
failure to exclude the epileptics, schizoids, para- 
noids, and psychopaths, has many hazardous im- 
plications, as it allows them to embark upon an 
experience which is scattered with the shoals upon 
which these psychologically inadequate individuals 
are bound to become wrecked. 

One need only visit the psychiatric wards of the 
camp hospitals, the naval hospitals, or any of the 
medical centers which have the facilities for ob- 
servation and care of neuropsychiatric patients to 
witness the clinical evidence of those who were un- 
wisely selected cases for military service. What is 
the Answer? 

The Selective Service Boards should have a record 
of every individual of military age who has had 
treatment in either a public or private institution 
and the private practitioner should be called upon 
to acquaint these boards with the names of such 
individuals which are known to him to be unfit 
for military service. 


Every effort should be made by the Selective 
Service Boards to utilize the various civilian or- 
ganizations in obtaining social histories on those 
individuals who show any evidence of nervous 
instability or when there is reason to believe there 
has been a mental illness of any type. (The or- 
ganization and development of such a plan should 
be under the direction, of course, of trained social 
workers. ) 

For every case that shows evidence of any mental 
disturbance after being inducted into service, a so- 
cial history should be obtained during the period 
of observation. 

Could every candidate for military service have 
a preliminary or probationary period before being 
inducted into the army or navy with the right to 
an honorable discharge if found not suited for 
medical reasons for military duty, the government 
would save millions of dollars for medical care, 
rehabilitation, and compensation, and thousands of 
individuals would be salvaged for useful civilian 
life. 

INADEQUATE EXAMINATIONS 
SHORT-SIGHTED POLICY 

It is rather difficult to reconcile the rather super- 
ficial neuropsychiatric examinations which the pros- 
pective soldiers are being given at the present time, 
limited to six or eight minutes for each man, with 
the importance of these neuropsychiatric casualties 
both from a military and from an economic point 
of view. Recently, it was stated that adequate psy- 
chiatric examinations which would weed out the 
potential neuropsychiatric disabilities 
army would save the Government one-half billion 
dollars for every one million draftees. The director 
of the Veterans’ Affairs has stated that every psy- 
chotic individual that breaks down in the army 
costs the Government thirty thousand dollars from 
the time of the onset of his disease until his death. 
If psychiatrists can be hired at the rate of fifteen 
dollars a day, it takes but a little mathematical 
reckoning to determine that if one psychiatrist pick- 
ed out one potential psychotic every six years, he 
would save the Government his salary. With the 
aid of an adequate social service staff and at very 
little additional expense to the Government, the 
psychiatric examinations, as carried out at the 
present time, could be made infinitely more val- 
uable. 

Notwithstanding the fact that during the period 
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of mobilization of World War I the psychiatrist 
examined approximately three and one-half million 
men and rejected nearly seventy thousand, there 
remained so many potentially neurotic individuals 
in the army that went overseas that General Perish- 
ing wired the Surgeon General in July, 1918, as 
follows: “Prevalence of mental disorders 
placement troops recently received suggests urgent 
importance of intensive efforts in eliminating men- 


in re- 


tally unfit from organizations of new draft prior io 
departure from the United States.” 


SocraL WorkKErs’ CONTRIBUTION 

There is no doubt that had the Selective Service 
Boards been in a position to utilize to the fullest 
extent the services of the civilian social organiza- 
tions that are scattered throughout the length and 
breadth of this country in obtaining a social his- 
tory on even those cases that must have been looked 
upon with suspicion, hundreds of psychopaths and 
neurotics would have been rejected. There is an 
obvious need for the Selective Service Boards and 
the Army Induction Stations and the camp hos- 
pitals where men are being held in psychiatric 
wards for observation to have, as an integral part 
of their plan of investigation, the facilities that 
might be utilized through a well-organized social 
service set-up for contacting the various civilian 
agencies throughout the country that could furnish 
adequate social histories for the physicians who 
are responsible for passing on these cases. Such in- 
vestigations would represent one of the most im- 
portant contributions in the effort to determine the 
mental fitness of the man for the army and would 
be of invaluable assistance in weeding out those 
potentially unstable individuals who are likely to 
break down under the stresses and strains of army 
life. This should be the social worker’s real con- 
tribution in this present-day crisis, a service for 
which she is eminently well trained and qualified 
to render and a responsibility which she should 
assume in order that the Government, community, 
and individual might profit before it is too late. 


DEMOBLIZATION 
What I have said about the period of mobilization 
and the social workers’ contribution during this 
period is fairly obvious and generally accepted by 
those who are familiar with the neuropsychiatric 
problems of the last War. What I am about to say 
with reference to the period of demobilization is less 
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well recognized and may be considered of merely 
academic interest, but I assure you there will be 
no problems with which this country will have to 
deal following the war that will cause us more con- 
cern or will be more significant to the welfare of 
the soldier than those that occur during the follow- 
ing demobilization. 

Transition from Soldier to Civilian. The period 
of transition from military life back to that of the 
civilian is perhaps the most trying that many sold- 
iers have to experience, whether the soldier be sick, 
well, or convalescing; this period of transition has 
its moments for most men that call for the same 
kind of courage and stamina as did the battle fields 
and other arenas of active service. This period is 
fraught with many disappointments and disillusion- 
ments. The glamour, glory, and excitement of the 
soldier’s life with its continuous changes of scené 
and the comradeship of his fellow soldiers is no 
longer present. There is a dull emptiness to life and 
it becomes oppressive. There seems to be a sense 
of the futility of effort and to many nothing seems 
worthwhile. It is during this phase of readjustment 
that the soldier feels that he is the forgotten man. 
He is apt to become introspective and filled with 
self-pity and he is somewhat dismayed that he 
counts for so little. This is a state of ‘mind which 
cannot be overlooked or treated lightly. It is the 
soil upon which so many of the chronic incapacities 
develop. Any plan of rehabilitation which involves 
the independence and the happiness, not only of 
the soldier, but also his family, cannot be taken too 
seriously. The wisdom, the foresight, and the effi- 
ciency with which the problems of this transition 
period are carried out must of necessity be reflected 
in the future stability of hundreds of men and 
families for years to come. 

It is an extremely difficult task during this period 
of transition for us who are responsible for re- 
habilitating the soldier to strike a nice balance, to 
have a sympathetic understanding and a kindly 
consideration for the individual soldier on the one 
hand, and still not become unduly influenced by 
our sympathies so that we disregard fundamental 
and important factors relating to a successful so- 
cial and economic rehabilitation of the individual. 
There is grave danger of jeopardizing any plan of 
rehabilitation by assuming an unduly sympathetic, 
over-solicitous, paternalistic attitude toward the pa- 
tient. There already exists a tendency toward intro- 
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spection, self-pity, with fears and anxieties which 
creates a distorted idea of the gravity of the situa- 
tion which he is facing. 

Our first and most important duty is to prevent 
the incapacitated soldier from becoming disgruntled. 
Every effort must be directed towards convincing 
him that the Government, medical officers, recon- 
struction and social workers are interested in his 
welfare. He must be impressed with the fact that 
this interest extends not only to himself but to 
those who are dependent upon him. Not only are 
we thinking of his present situation, but his future 
happiness and efficiency. He must not be allowed to 
entertain the idea that the object of his treatment 
and training is simply to save money for the Gov- 
ernment. On the contrary, he should be helped to 
understand that his Government can make no 
greater contribution to his welfare than that of re- 
turning him to the community in a state of mental 
and physical fitness that will permit him to assume 
efficiently the responsibilities and obligations 
which he gave up on entering the service. 

Consider for the moment the situation as it ex- 
ists between the soldier and the public as he em- 
barks upon his military career and at the time of his 
discharge from service. The public, press and the 
politicians are little concerned about the men who 
are rejected or accepted for military service. Al- 
ready nearly a million of the two million men ex- 
amined by the Selective Service Boards have failed 
to qualify for general military service, and except 
from those interested in the medical aspects of 
the problem, we hear little about it. 

Occasionally a howl goes up when some impor- 
tant public figure, such as a baseball player, is de- 
ferred from active service or perhaps a politician’s 
son eases his way out on some pretext or other, but, 
on the whole, the Selective Service Boards are per- 
mitted to carry on their work unhampered by poli- 
tical influence or public criticism. This is, of course, 
as it should be, but quite different, however, is the 
awakened public interest during the period of re- 
habilitation. The ex-soldier’s medical treatment, 
training, and compensation are questions of vital 
importance to every selectman, county commissioner, 
state official, Congressman, or whoever else may 
get the ear of a Government official that might help 
out his particular constituent in getting whatever 
the politician thinks may be available, regardless of 
whether it is good or bad for the soldier. One 
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might think from the interest which these influential 
gentlemen took during the last World War in get- 
ting compensation for their constituents (most of 
whom they knew nothing about personally) that 
they were making it a full-time job to see that each 
and every man who had any connection with the 
military service could retire for life on a pension. 

Not only was the problem of rehabilitation in 
the true sense of the word interrupted and at times 
prevented by unwise and unjudicious measures re- 
lating to compensation by certain groups, but the 
same lack of wisdom prevailed after the last War 
in relation to pressures brought about by various 
groups in pressing claims for vocational training. 
It is not the vocational training to which one would 
object, but rather the idea of placing a large num- 
ber of individuals in the type of training to which 
they are obviously unsuited, subjecting them to a 
vocational experience where failure was inevitable. 
There was a striking evidence of failure on the 
part of those in charge of this particular govern- 
mental activity to appreciate the gulf that lay be- 
tween the individual’s ambitions and his ability. 
Encouraging a man to take up some particular vo- 
cation because there happened to be an opportunity 
for training in that field was another mistake— 
failing to recognize certain fundamental inapti- 
tudes on the part of the prospective trainee to suc- 
cessfully acquire skill in that particular field. 

It cannot be said that the plan of vocational 
guidance and training as carried out after the first 
World War had much to recommend it. It was 
characterized by failure, disappointment, a waste 
of time, effort, and money, and all too frequently 
resulted in irreparable damage to the man himself. 

Compensation, hospitalization, or training can- 
not restore the soldier to his pre-war usefulness 
unless we can instill in him what we may call the 
“will to recover,” unless we can create within the 
individual himself a willingness to forego the 
benefits derived from the incapacity. The motivat- 
ing force which operates in prolonging the in- 
capacity is invariably quite unconscious to the 
patient. It is for this reason that it is difficult 
to deal with. It should be recognized by those 
in charge of the whole problem of rehabilitation 
that illness is frequently an escape from those 
life situations which we are not well adapted to 
meet. It represents a solution to the conflict between 
the desire on the part of the individual to live up 
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to certain fundamental standards which he has ac- 
cepted for himself and which had become a part 
of his personality make-up on the one hand, and 
the urge to evade and avoid unpleasant responsi- 
bilities on the other. In accepting illness as a com- 
promise, the individual preserves his own self-es- 
teem and it is quite obvious that when these un- 
conscious motivations become artificially weighted 
by such factors as compensation, it makes the medi- 
cal restoration of the patient in many instances 
secondary. In other words, the task of facing the 
situation frankly, objectively, and from an intellect- 
ual point of view becomes extremely difficult. In 
brief, when men are paid for being ill and penalized 
for getting well, the physician has little to contri- 
bute. This does not mean that compensation as such 
does not have a just and useful part to play in the 
rehabilitation of the ex-soldier. It does imply, how- 
ever, that it must be used with nice judgment and 
only after every other aspect of the whole problem 
of rehabilitation has been carefully studied and 
evaluated. 

Hospitalization is, of course, essential in dealing 
with the frankly mentally sick individuals—the 
so-called psychotics—but I must mention in pass- 
ing the lack of wisdom that was displayed during 
the last war in the hospitalization of hundreds of 
psychoneurotics which resulted in prolonging their 
period of invalidism, not only at the expense of 
the Government, but to the detriment of the patient. 
Except for a period for study and observation, the 
psychoneurotics should be treated in out-patient 
clinics where adequate psychotherapy and well- 
supervised social service can be provided, not only 
for the welfare of the patient, but for the family as 
well. This is the only rational method of restoring 
the mentally handicapped ex-soldier to a life of ef- 
ficiency. Such are some of the problems which will 
be of vital concern to the psychiatrist and social 
worker at some future date and for which we should 
be prepared to make a contribution. There is a grave 
danger that this period of demobilization and re- 
habilitation may produce more neuropsychiatric 
casualties than the theatres of combat service. 

One cannot leave a discussion of the mental health 
of the armed forces without saying a few words 
about the effect of the war upon the various mem- 
bers of the families of these men. The home will 
necessarily undergo many changes during the war 
period which will be of particular interest to the 
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social worker and some of the threats and disloca- 
tions of the family life well may affect those in 
combat service. 

For the first time, the American soldier will have 
reason to be concerned about those he has left be- 
hind and this will represent an anxiety which will 
have to be dealt with as an additional stress which 
will tend to increase the soldier’s emotional in- 
stability. 

Fathers and older brothers in many instances 
will be leaving home for service, turning over 
responsibilities to be taken on by the younger 
members of the family—both boys and girls. This 
will hasten the growing-up processes and the 
adolescent period, as we think of it in social and 
psychological terms, will be materially shortened: 
Children will be emancipating themselves from the 
emotional dependence upon their parents at a much 
earlier date, aided and abetted by the fact that many 
of the younger adolescents will also be establishing 
an economic independence which they never an- 
ticipated having at such an early age. Under such 
existing conditions, the adolescent will no longer 
find it necessary to ask parents for his allowance, 
ordinarily limited to fifty cents or a dollar a week. 
They will be cashing their own checks as a result 
of their employment in some industrial plant, and, 
consequently, they will be less disposed to report 
in and out, less willing to be guided and directed 
in their private affairs by parents. With these added 
responsibilities will come a demand for more 
privileges and greater freedom. It will not be easy 
for parents to make the adjustment to these in- 
dependent emancipated youngsters. Under this new 
and somewhat trying social and economic situation, 
it will be the obligation of society to provide for 
civilian youth, particularly those employed in in- 
dustry, safeguards from the highly commercialized 
degrading amusements that are already springing 
up to lure these unsophisticated spenders. We need 
something comparable to that which the U.S.O. is 
doing for the men in service for our youthful civil- 
ian population. We must keep in mind that the 
wives, sisters, daughters, and sons of the men in 
service are indeed worthy of every consideration 
which wise social planning can provide. 


INCREASE IN JUVENILE DELINQUENCY 


There is considerable evidence from the English 
reports as well as our own observation that juvenile 
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delinquency is becoming more prevalent and it is a 
noticeable feature that:a larger number of the more 
serious, crimes are being committed by a younger 
group of offenders. It seems as though the 14-16 
year old group of delinquents are carrying on with 
the anti-social activities that had previously been 
committed by those offenders a year or two older. 
When we take into consideration the fact that age 19 
predominated in the frequency of arrests in 1941 and 
that the same year age 18 was second in frequency, 
it is with considerable trepidation that we anticipate 
the indirect effects of the war situation on de- 
linquency. 

I am sure that many of these social problems 
which cannot but affect indirectly the emotional 
stability of the men in service will be discussed by 
other speakers. I bring them up at this time only to 
point out the significance and the broad implications 
of some of the dislocations in our social and eco- 
nomic existence due to emergency situations which 
social workers should be called upon to deal with 
as time goes on. 

However, I am not sufficiently well endowed with 
optimism to entertain any strong conviction that 
either the social workers or the psychiatrists will 
be sought out by those in authority in any large 
numbers either to contribute in the process of 
building up an army for active service or assist- 
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ing in the return of that army to civilian life after 
hostilities subside, or to deal with the increasing 
number of social problems that will take place in 
civilian life; but we do know from past experience 
that the social worker will assume an important 
part in the final plans of rehabilitation. It matters 
not whether the social maladjustments be the re- 
sult of physical damage brought about by combat 
service, psychological traumas, or upheavals in our 
social and economic way of life. To a very large 
extent the problem will be that of helping the in- 
dividual to resume his place in society as happily 
and as efficiently as the residual incapacities will 
permit. It, therefore, behooves all of us to give 
these matters serious thought and consideration and, 
insofar as it is possible, to prepare a plan of ac- 
tion and outline certain procedures based upon our 
past experiences which will safeguard the future 
interests of the ex-service man. 

The social worker has a real contribution to 
make to this present emergency situation—some- 
thing that is vital and fundamental to the welfare 
of the soldier and the country. I have no misgivings 
as to her ability to measure up to the task with 
which she will be confronted and to carry on the 
high standards and traditions of her profession 
when the opportunity for service is presented. 

520 Commonwealth Avenue. 





HYDATIDIFORM MOLE 
A Report of Six Cases* 


W. C. Winn, M.D., 
and 
H. Hupnacyt WakrgE, Jr., M.D., 


Richmond, Virginia 


Hydatidiform mole, also known as cystic degenera- 
tion of the chorion, vesicular mole, or myxometous 
chorion, is a cystic degeneration of the chorionic 
villi. 

The etiology of hydatid mole is not known. Evi- 
dence seems to point to its being a true teratomatous 
phenomenon, the changes taking place in the em- 
bryonal envelope rather than in the embryo itself. 

A true estimate of the frequency is impossible, 
because so many occur outside of hospitals and are 
either undiagnosed or not reported. It is generally 





*From the Obstetrical Department of the Medical Col- 
lege of Virginia Hospitals, 


conceded, from reviews of large series, that hydatid 
mole occurs approximately once in every 2,000 cases 
of pregnancy, and it is limited to the child bearing 
age. Color and race are not significant factors. 
Parity seems of no importance since mole occurs in 
primipara as well as in multipara. It occurs most 
frequently during the early months of pregnancy 
and is often associated with, or seen in, patients 
who have chronic nephritis. 

There have been six cases of hydatidiform mole 
treated on the ward obstetrical service of the Med- 
ical College of Virginia Hospitals during a two-year 
period from July 1, 1939, to July 1, 1941. Three 
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of these cases present some very interesting and un- 
usual observations. The other three cases were all 
very similar in most respects. Only one of these last 
three cases will be presented since there was nothing 
unusual about any one of them. 

The first case was of particular interest because 
it was a rare type of benign penetrating hydatid 
mole, with spontaneous rupture of the uterus at the 
site of penetration into the uterine wall. 
was also of interest because the uterus was not en- 


This case 


larged out of proportion to the period of amenor- 
rhea, but, on the contrary, was smaller than ex- 
pected for the period of amenorrhea. 

It is interesting to note that both the first and 
second cases to be presented were at first admitted 
to the medical service because of a severe toxemia 
and cardiac decompensation, thought to be associated 
with a beriberi type of heart. The diagnosis of 
pregnancy was not considered at the time of ad- 
mission. This error in admission diagnosis was 
noted in other cases reported in the literature, and 
should probably be kept in mind in all patients with 
these findings. : 

In the second case, the size of the uterus increased 
with remarkable rapidity during her first week in 
the hospital. 

The third case was of interest from a diagnostic 
standpoint. 

First Case: M. L., a 37-year-old married colored 
multipara, was admitted to the surgical service of 
St. Philip Hospital on April 27, 1939. She gave 
a history of having had an abortion five months prior 
to admission, and of having bled intermittently, 
in moderate amounts, since that time. She was 
dyspneic and orthopneic on admission, and the ad- 
mission diagnosis was broncho-pneumonia and tubo- 
ovarian abscess. 

Laboratory studies revealed red blood cells 2,300,- 
000; hemoglobin 28 per cent (Sahli); and white 
blood cells, 5,900. Urinalysis was negative except 
for one plus albumin in a catheterized specimen. 

The patient was transferred to the medical service 
because of the pneumonia. After a short period 
of observation, it was thought that the dyspnea was 
due to cardiac decompensation associated with a 
beriberi type of heart. There was a moderate 
amount of nitrogen retention. She was digitalized, 
transfused, and showed remarkable improvement, but 
signed her release from the hospital and left before 
further studies could be made. 
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She was next seen on July 10, 1939, two months 
later, when she was admitted to the obstetrical serv- 
ice of St. Philip Hospital, with a diagnosis of rup- 
tured ectopic pregnancy. At the time of this admis- 
sion, she was in extreme shock. The abdomen was 
so distended and tense that no definite masses were 
detected. Pelvic examination, after her condition 
improved, revealed bulging into both fornices, with 
extreme tenderness. There was no external bleeding. 

Laboratory studies revealed red blood cells 3,600,- 
000; hemoglobin 58 per cent (Sahli); and white 
blood cetis 18,250. 


urine showed albumin two plus. 


A catheterized specimen of 
The blood count, 
repeated two hours later, revealed hemoglobin 28 
per cent and red blood cells 2,600,000. 

A suitable donor was obtained, and after her con- 
dition improved with treatment for shock, she was 
taken to the operating room. She was operated upon 
under general anesthesia about two hours after ad- 
mission, receiving a citrate blood transfusion dur- 
ing the operation. 

At the time of the operation, a penetrating type 
of hydatidiform mole, with spontaneous rupture of 
the uterus, was found. There was a large amount 
of dark blood in the peritoneal cavity. The cervical 
stump, uterine wall, and right broad ligament were 
all invaded by the mole. A supra-cervical hysterec- 
tomy was done, and the abdomen closed as quickly 
as possible because of the critical condition of the 
patient. The blood pressure and pulse were imper- 
ceptible during the last half of the operation. She 
was transfused again four hours after the operation, 
given continuous nasal oxygen and various stimu- 
lants. She died about eighteen hours postoperative, 
without ever regaining consciousness. 

Second Case: M. J., a 37-year-old married col- 
ored multipara, was admitted to the medical service 
of St. Philip Hospital on August 24, 1938, referred 
from the medical clinic of the out-patient depart- 
ment, because of elevated blood pressure, associated 
with marked edema of the lower extremities, dyspnea 
on exertion, and some menstrual disturbances. She 
had noticed the dyspnea and edema for one month. 
Her last normal menses had occurred three months 
previously, but she had “spotted” at intervals dur- 
ing this period of amenorrhea. Her last pregnancy 
was a normal spontaneous delivery of a full term, 
living child, three years prior to admission. 

Her blood pressure was 185/95. The fundus was 


enlarged to the level of the umbilicus. There was 
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extreme edema of both lower extremities. Red blood 
cells 2,500,000 and hemoglobin 55 per cent (Sahli). 
The admission impression was that the patient had 
a uterine pregnancy (five months), with an unde- 
termined type of toxemia. It was later felt that 
she probably had some cardiac decompensation, 
with a beriberi type of heart, and a fairly severe 
anemia. She had been digitalized in the clinic and 
given mercuperin for the edema. The digitalis was 
continued in the hospital. 

Her blood pressure remained around 180/100; 
the edema decreased some, but not entirely. After 
two weeks, the uterine mass had increased from 
the size of a five months pregnancy to the size of 
a term pregnancy. The Aschheim-Zondek test was 
positive. A flat X-ray film of the abdomen revealed 
no evidence of foetal skeletal outline. 

She was operated upon on September 9, two weeks 
after admission to the hospital, at which time the 
uterus was found symmetrically enlarged to the size 
of a term pregnancy, and filled with hydatidiform 
mole. A supra-cervical hysterectomy was done, and 
a citrate blood transfusion given soon after opera- 
tion. 

The patient’s postoperative course was uneventful, 
and she left the hospital on the fifteenth postopera- 
tive day. The blood pressure on discharge was 
135/95, hemoglobin 79 per cent. 

An Aschheim-Zondek test seven weeks post- 
operative was positive; another seven months post- 
operative was negative. 

Third Case: J. M., a 25-year-old- married col- 
ored multipara, was admitted to the obstetrical 
service of St. Philip Hospital on November 6, 1939, 
referred from the Medical College of Virginia pre- 
natal clinic, with a diagnosis of threatened late 
abortion (4 months), with associated or complicat- 
ing hyperemesis gravidarum. 

After observation, she was suspected of having 
a hydatid mole because of a combination of symp- 
toms including excessive nausea and vomiting, 
anemia out of proportion to the amount of blood 
loss, mild abdominal cramps, moderate amount of 
intermittent vaginal bleeding, and some enlargement 
of the uterus. The nausea and vomiting had re- 
sponded fairly well to treatment, but she continued 
to “spot” and bleed in small amounts, and com- 
plained of abdominal cramps. The uterus corre- 
sponded in size to the period of amenorrhea. 

Eight days after admission, a spinal puncture was 


[ December, 


done and the spinal fluid used for an Aschheim- 
Zondek test, which was reported as negative. Two 
days later, the patient expelled spontaneously a mass 
of hydatidiform mole about the size of a grape-fruit. 

She ran a low grade, septic fever for a few days 
after passing the mole. After this subsided, a dila- 
tation and curettage was done, and only a small 
amount of tissue removed. 

Following the curettage there was no vaginal 
bleeding, and she was discharged from the hos- 
pital one week postoperative, in good condition. 

Aschheim-Zondek tests, one week and one month 
postoperative, were positive. Another test, eigh- 
teen weeks, postoperative, was negative. 

Fourth Case: V. E. D., a 16-year-old married 
white primigravida, was admitted to the obstetrical 
service of Memorial Hospital on October 13, 1940, 
referred by a local physician because of vaginal 
bleeding and abdominal cramps. Last menstrual 
period July 17, 1940. 

A brownish-bloody vaginal discharge was present 
for a month before admission to the hospital. Ten 
days before admission, she started having profuse 
bleeding from the vagina at intervals, without pain. 
A physician was called at that time and bed rest 
advised. The bleeding continued intermittently in 
small amounts until the morning before admission. 
At that time, the profuse bleeding started again, as- 
sociated with severe pain through the lower ab- 
domen. 

At the time of admission to the hospital, she 
was complaining of fairly severe lower abdominal 
cramps and still bleeding profusely. Pituitrin 1cc. 
was given soon after admission (in emergency room) 
in an effort to check the bleeding. Temperature 
was 99, pulse 96, and respirations 20. The blood 
pressure was 120/60. 

Examination was essentially negative except for 
the abdominal findings. The uterus was enlarged 
to the size of a four months pregnancy. 

Laboratory studies revealed red blood cells 
4,050,000; hemoglobin 73 per cent (Sahli); white 
blood cells 18,300. Urinalysis (catheterized) was 
negative. Wassermann was negative. 

On the night of admission to the hospital, she 
passed a large mass of tissue which grossly re- 
sembled hydatid mole. A small amount of bleeding 
continued. Six days later (Oct. 19th), a dilatation 
and curettage was done under spinal anesthesia and 
a moderate amount of tissue was removed. A pelvic 
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examination done at the time of curettage showed 
the uterus to be twice normal size; adnexae were 
normal. 

The pathology department reported that the tis- 
sue was hydatid mole with no evidence of malig- 
nancy. 

Her postoperative course was afebrile and un- 
eventful. On October 21st, the second postoperative 
day, a Friedman test on urine was strongly positive, 
but was negative on spinal fluid. Her blood count 
remained approximately the same, and the blood 
pressure remained normal during the entire hospi- 
tal stay, a period of eleven days. 

She was next seen in the obstetrical clinic of the 
out-patient department on October 29th, 5 days after 
leaving the hospital, at which time the examination 
was negative. There had been no further bleeding 
and she had no complaints. 

An Aschheim-Zondek test on November 12th was 
weakly positive. A Friedman test on December 20, 
1940, two months postoperative, and another on 
January 16, 1941, three months postoperative, were 
both negative. 

She was last seen on April 9, 1941, approximately 
six months after passing the mole, and at that 
time her pelvic tissues were normal and she had 
no complaints. Her menses had been regular and 
normal in every respect. 

Two other cases, similar to the fourth case re- 
ported above, were treated in a similar manner and 
discharged after repeated negative Aschheim-Zon- 
dek tests. 
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In Summary, it has been observed that: 

1. The uterus is not always enlarged out of pro- 
portion to the period of amenorrhea in cases of 
hydatid mole, as some texts would lead one to be- 
lieve. On the contrary, the uterus may be even 
smaller than expected for the period of amenorrhea. 

2. Toxemia and beriberi type of heart, with some 
cardiac decompensation, is frequently seen in cases 
with hydatid mole. The electrocardiogram resem- 
bled that seen in patients with severe nutritional 
deficiency. 

3. One should suspect hydatid mole in a patient 
who has a combination of excessive vomiting; “spot- 
ting” or bleeding; with mild, or moderately severe, 
lower abdominal cramps; with anemia out of pro- 
portion to blood loss; and regardless of whether 
or not the size of uterus corresponds with the period 
of amenorrhea. 

4. One should not depend on one Aschheim- 
Zondek test. The spinal fluid Aschheim-Zondek 
test is not always positive in cases with mole. 

5. These cases should be followed closely with 
Aschheim-Zondek or Friedman pregnancy tests at 
intervals after removal of the mole to rule out the 
possibility of chorio-epithelioma. 

6. An unusual case of benign penetrating mole 
with spontaneous rupture of uterus has been re- 
ported. 
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RECENT MORTALITY FROM MALARIA IN THE UNITED STATES* 


JoHN BENJAMIN Nicuots, M.D., 
Advisory Medical Director, 
Acacia Mutual Life Insurance Company, 
Washington, D. C. 


In the Vircrnta-MepicaL MontHiy for June, 
1939, was published a paper by me presenting the 
statistics of the mortality from malaria in the United 
States from 1900 to and including the year 1937. 

Beginning in 1900, the death rate for malaria in 
the census registration area of the United States was 
7.9 per 100,000 population. Under the influence of 
vigorous antimalarial procedures then instituted the 
From that 


*Supplementary to paper published in the MONTHLY in 
June, 1939. 





year to 1937, the rate fluctuated in cycles of a few 
years each (the “five-year cycles” of the malariolog- 
ists) from 3.8 to a minimum of 1.9 in 1926, without 
much change in the general trend. 


The statistics of malaria mortality for the subse- 
quent years 1938, 1939, and 1940, now available, 
are, however, so markedly different from their pre- 
vious course, and show such a significant and happy 
change in the trend, that a brief presentation of 
these recent figures may be of interest. 
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Briefly, the death rates from malaria in this coun- 
try for the three years were as follows: 1938, 1.8; 
1939, 1.3; 1940, 1.1. For purposes of comparison 
the annual mortality for the entire period 1930-1940 
may be exhibited as follows: 


Death Rates 


per 100,000 Numbers 
Year of population of Deaths 
1930 2.9 Ades 
1931 2.1 aes 
1932 2.1 c— 
1933 3.7 4,678 
1934 3.6 4,520 
1935 3.5 4,435 
1936 3.1 3,943 
1937 2.1 2,729 
1938 1.8 2,378 
1939 1.3 1,761 
1940 1.1 1,442 


These figures show that since 1937 there has 
been a sharp and continued decrease in mortality 
from malaria in the United States, to much the low- 
est rates. on record, and to figures so much lower 
than any previous record and than any previous 
natural or cyclic fluctuation as to indicate that new 
conditions antagonistic to the disease have been 
established. 

The great bulk of malaria deaths in the United 
States occurs in the Southern States, 97.0 per cent 
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in 1933, 94.2 per cent in 1940, and the fluctuations 
in the annual death rates are due to the mortality 
in that section. In the Southern States taken by 
themselves the death rate from malaria in 1930, 
excluding Texas (complete statistics for which were 
not available until 1933), was 10.2 per 100,000 
of population. In the same states in 1940, the rate 
was 3.4; or including Texas 3.3 per 100,000. This 
shows a dcrease in southern malaria mortality in 
1940 to one-third the rate that prevailed in 1930. 
This recent marked and unprecedented reduction 
in the mortality from malaria in the United States, 
and especially in the Southern States, may be taken 
as an indication that new factors entered into the 
situation. The most obvious explanation of this 
decrease of malaria mortality that took place from 
1937 to 1940, is that it was the result of the energetic 
and extensive antimalarial measures that were being 
carried out in the South. 
cess of those measures and of their value in the 
reduction and elimination of morbidity and mortality 
from an insidious and persistent disease which, un- 
checked, is one of the great scourges of mankind. 
Though there.is much yet to be accomplished, the 
results already attained in this country can be re- 
garded with felicitation and pride, and the possibil- 
ities for further progress and achievement are very 
promising and hopeful. 


It is evidence of the suc- 





MEDICAL SERVICE TO THE SICK AND WOUNDED* 


FRED WHARTON RANKIN, Colonel, Medical Corps, 


Office of the Surgeon General, U. S. Army, 
Washington, D. C. 


When I received your invitation to address this 
memorial assemblage on this, another anniversary 
of the Armistice which ended World War I, I ac- 
cepted gladly and with full appreciation that it is 
a distinct privilege to take part in a ceremonial 
which is an annual observance by this organization. 

As a representative of the Office of The Surgeon 
General of the Army of the United States, I bring 
you his greetings and assured confidence that the 
medical profession will continue to meet the demands 
put upon it by the Armed Forces in the same hearty 
manner in which it has responded during the recent 





*Address at Armistice Day Exercises of Veterans’ As- 
sociation of Base Hospital No. 45. 


period of training, mobilization, and active par- 
ticipation in this World War II. 

On this day and at this hour no doubt many of 
you who were in service during Warld War I, or 
who had relatives in the Armed Forces and who now 
have relatives or are yourselves members of the 
Armed Forces in this, another global conflict, turn 
your thoughts backward twenty-four years as I do 
to a November in France when, with the cessation 
of hostilities, we believed that our generation and 
succeeding ones would be spared the hardships and 
trials of another such struggle. Our thoughts on 


that November morning were happy ones. It is true 
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there was a mingling of sadness for comrades who 
made the full sacrifice, but relief at what seemed 
to be the end of a bloody strife was combined with 
the hope that the sacrifice had not been made in vain. 

Throughout the quarter century which has passed 
since that day many factors have combined to pre- 
cipitate another and even more widespread World 
War into which we have inevitably been drawn. It 
is not for us to say that this strife could have been 
avoided or how it could have been avoided; it is 
only for us now to take our place on the battlefront 
of the Allied Nations and to carry through to a suc- 
cessful conclusion the conflict which shall decide 
the survival of civilization through many centuries 
to come. It is not given us now to debate; we have 
no choice but to go forward in the defense of Democ- 
racy and the freedoms under which we have been 
privileged to live in this country and in this hem- 
isphere for 166 years. The scope of this War, with 
its new techniques of destruction, have drawn into 
the area of battle not only fighting men but civilian 
populations, including the aged, the crippled, young 
children, and women. For the first time in modern 
warfare the indescribable destruction of properties 
and the slaughter of non-combatants has become a 
planned part of the enemy’s attack. The very nature 
of the conflict, therefore, has engaged every facility 
and the full energies of every individual in this 
hemisphere. We have seen and been a part of many 
activities of training and mobilization and now are 
actively at battle stations in far flung parts of the 
world, as well as here at home. 

In this vast organization medical men and troops 
play a most vital part in guarding the health of the 
Army, the health of the industrial workers who 
support its efforts, and the health of the civilian 
populations. The military requirements for physi- 
cians is therefore a matter of concern not only to 
the medical profession but to the entire population. 
The task of meeting these requirements is, however, 
not new. During World War I, Base Hospital 45, 
sponsored by the Medical College of Virginia, was 
organized in July, 1917, and subsequently went out 
from this city to eventually serve with the American 
Expeditionary Forces over a period of more than 
nine months. Under the direction of Dr. Stuart 
McGuire, the doyen of surgery in the South, the 
laymen and physicians of Richmond who were con- 
cerned with the organization, financing and equip- 
ping of Base Hospital 45 took on their new duties 
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and accomplished their missions in a manner which 
is an everlasting tribute to their adaptability and 
resourcefulness, and an enduring source of pride to 
this community. The temporary loss of the physi- 
cians and surgeons who left with Base Hospital 45 
created a shortage of medical and surgical services 
which was of concern not only to Richmond but to 
the surrounding country as well. Now again, just 
as in the last war, the people of this city and area 
are faced with the grim realities of war, which 
include the problem of meeting both the military 
and civilian requirements for physicians. It there- 
fore seems to me appropriate to discuss some perti- 
nent phases of the manifold requirements of the 
medical profession in the present crisis. The prob- 
lems in general may be discussed under three cate- 
gories: (1) Production of physicians; (2) Procure- 
ment of physicians, and (3) Placement of physi- 
cians. 

In considering the first point, namely production, 
it is easily recognized that this is of fundamental 
Certain definite limitations imposed 
by the requirements for a medical education make 
it undesirable, if not impossible, to increase the 
number of physicians in too hurried a manner. The 
expanded requirement for physicians could not be 
met by accelerated educational programs alone, and 
standards at this time must be vigorously defended, 
being relinquished only under the gravest pressure 
of emergency. The difference between the present 
production of doctors in accredited medical schools 
of the United States and the loss of doctors by age 
retirement and for other causes shows an annual 
gain of from 1,500 to 1,800. Obviously, one can- 
not build up large numbers of replacements from 
such a small pool. However, the recent steps taken 
by many medical schools to accelerate curricula will 
give the same number of physicians at the end of 
three years that we formerly obtained in four. 

Every effort has been made and is now being 
made to utilize the services of every available phy- 


importance. 


sician regardless of his age; the young men in 
Service, the over-age men and the physically unfit 
in industry and civilian practice. Even with the 
utilization of alien -physicians and with the accept- 
ance of graduates of non-accredited medical schools 
under modified regulations, the demand is still going 
to be far greater than the supply. This, I think, 
is one of our most pressing problems, and we must 
constantly be alert to maintain medical school stand- 
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ards as high as is possibly consistent with the re- 
quirements for an increased total number of phy- 
sicians. To this end it should be recognized that 
medical School faculties must be maintained at a 
high level of efficiency, albeit they must replace 
most of their men under the age of forty-five. A 
corollary which I would emphasize, emphatically, 
is the necessity of making changes in medical school 
faculties slowly. Replacements must be made in 
such a way as to avoid confusion with resulting 
detriment to the entire program. By the same token, 
it is incumbent upon medical schools and teaching 
hospitals to make these changes as quickly as pos- 
sible in the full realization that not only are read- 
justments vitally essential to the over-all program, 
but that it is much simpler and more effective to 
make them voluntarily than under duress and com- 
pulsion. It is my belief that the vast majority of 
medical schools and teaching hospitals have shown 
fine cooperation in this matter and I have great 
confidence that this state of mind and type of action 
will continue to be the rule when the stringent and 
rigorous military campaign of the future imposes 
more and more restrictions on them and demands 
even greater sacrifices on their part. 

The second point—procurement—is one of even 
more pressing importance. Physicians in service, 
either in the Armed Forces or supporting the Armed 
Forces in industry and civilian practice, have a com- 
mon goal—proper medical care. The magnitude of 
the task confronting the medical profession can only 
be appreciated when one pauses to consider the 
number of men in the Army and the demands for 
proper care of health among civilian and industrial 
workers. To those of you who have experienced 
military service the problem is more real than to 
those who have not. Yet changes which have oc- 
curred since the first World War are so great that 
the problem of furnishing medical care to troops is 
vastly different from what it was in former years. 
This is the outcome of mechanization of armies, 
which spreads battlefields over enormous spaces, and 
secondly, it is the result of dastardly attacks cn 
civilian populations. 

The problems of procuring, assigning, and trans- 
ferring physicians to Army duties is the function 
of the Personnel Division of the Surgeon General’s 
Office, albeit procurement has until recently been 
largely the function of the Procurement and Assign- 
ment agencies of the Federal Government as well as 
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associated State units. This function of the Per- 
sonnel Division must meet all demands and main- 
tain a proper balance between internists, surgeons, 
and specialists in all fields of medicine. Doctors 
are a necessity. There are only a limited number 
available. These must be rationed, and those ob- 
tained by the Armed Forces must be assigned and 
reassigned according to varying essential needs. The 
crux of the present situation is the fact that assign- 
ment of physicians is an outstanding problem of 
the Armed Forces, and must always be decided ac- 
cording to military requirements. At times the as- 
signment may seem to work to the disadvantage of 
an individual, but the good of the Service as a 
whole is more important than personal desires and 
advantages. It is impossible to assign every doctor 
to a position for which he is eminently qualified, 
or for which he considers himself qualified. Al- 
though inequities exist and always will be present, 
it is the belief of The Surgeon General’s Office that 
a remarkably high level of accomplishment has been 
attained in this respect. It is necessary that all 
military establishments be so manned by medical 
personnel as to furnish each soldier with adequate 
care. For example, each tactical unit has a medical 
detachment, the largest of which is the medical bat- 
talion attached to a combat division. Here work is 
hard and filled with action of the sort which taxes 
to the utmost the training of the medical officer. 
The service he renders must be as good as the best, 
despite the fact that he frequently works under con- 
ditions which approach the impossible. Good medi- 
cal officers recognize no impossibility. 

A second line of medical units are the hospital 
units, which are of two kinds—fixed and mobile. 
Of the fixed hospitals, there are the named general 
hospitals located at certain permanent Army posts 
or at other appropriate places in Continental United 
States and in the several territories. Numbered sta- 
tion and general hospitals are activated at points 
of military needs, either in the Zone of Communi- 
cation or the Zone of The Interior. Their function 
is to provide highly skilled specialists required for 
the treatment of the unusual cases which cannot be 
adequately cared for further forward. 

Mobile units include numbered evacuation and 
field hospitals, hospital trains, and auxiliary teams. 
They vary in size from a small unit of twenty-five 
beds to the larger ones capable of caring for 1,000 
or more patients. Their duties are arduous, and 
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their location in the zone of combat is frequently 
under fire, but facilities for adequate medical care 
are nevertheless maintained and must be continued, 
regardless of difficulties. 

The morale of the Army depends in a large meas- 
ure upon the type of medical care rendered to the 
wounded soldier, especially in the Zone of Advance. 
This factor alone makes the function of these units 
a matter of extreme importance. Since this war 
began, the Surgeon General’s Office has authorized 
the formation of auxiliary surgical groups which 
start as a parent organization composed of teams of 
general surgeons and specialists. These teams are 
capable of doing all types of surgery, and they will 
be sent, either singly or in groups, to theatres of 
operations where they will care for the wounded, 
working either in mobile units or in installations of 
their own. This departure from custom and past 
procedure will unquestionably be the means of sav- 
ing many lives and limbs, for in mechanized war- 
fare with rapid troop movements, the necessity of 
bringing the surgeon to the patient has become 
more urgent than in any war of the past. 

Now all these units must be furnished with per- 
sonnel by The Surgeon General’s Office and the 
various installations described must be adequately 
staffed through proper distribution of available phy- 
When physicians decide to come into the 
Army, applications for commission are received at 
the Surgeon General’s Office from two sources: (1) 
direct application for commission; (2) applications 
through Medical Recruiting Boards. This latter 
method of procurement, which was an acceleration 
and expansion of the voluntary program instituted 
earlier by the American Medical Association through 
its war-time committee and the Procurement and 
Assignment Agency, has supplied to the Service an 
adequate number of physicians to fill the needs of 
the Army up to January 1, 1943, under the present 
tables of organization. Indeed, in many States of 
the Union these Recruiting Boards have already been 
withdrawn because the estimated quota of physicians 
has been recruited for the Army. There are a num- 
ber of States, however, in which the quota has not 
been met, and in some of the larger States there has 
been an unexplainable reluctance on the part of so 
many men to come into the Armed Forces that their 
quotas are not more than two-thirds filled at the 
present time. 

Although the needs of the Army have been ac- 


sicians. 
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complished temporarily, it is still the function of 
Procurement and Assignment, with the assistance of 
recruiting teams, to obtain large numbers of phy- 
sicians from many of the more populous States 
where the urban population is particularly concen- 
trated. It has been agreed by The Surgeon Gen- 
eral of the Army that active recruitment by Army 
teams will be held in abeyance until January 1, 
1943, in the group of States whose quota is filled. 
Definitely the Army will need more doctors during 
1943. Definitely the Army must have younger doc- 
tors and it is to be expected that this will be accom- 
plished through further hearty cooperation of the 
Procurement and Assignment Service with the Army. 

Perhaps it might be useful to deviate for a mo- 
ment to discuss the question of rank and promotion. 
Any man who loses his desire to go forward is 
doomed. Therefore, the desire for promotion is a 
healthy one and should not be frowned upon, but 
rather encouraged as a sign of healthy interest in 
our work. With our rapidly expanding army, there 
must be many promotions and they can be given 
only to those who are on active duty. They must 
be earned by the merit of the individual, combined 
with a recommendation from his Unit Commander. 
Certain regulations control these changes, one being 
the requirement that each man must hold the last 
grade for a minimum period of six months. The man 
commissioned in June, 1942, is not eligible for pro- 
motion until January, 1943. In the October 10th 
issue of The Journal of the American Medical Asso- 
ciation, a statement authorized by the Office of The 
Surgeon General relative to the recruitment of phy- 
sicians for the Medical Department of the Army 
pointed out many important facts bearing on this 
particular problem. Physicians who volunteered in 
the training period in 1940 and 1941 must be pro- 
moted, other things being equal. Obviously, men 
coming in late should not expect preferment over 
men who have already spent one year or eighteen 
months in Service. Initial appointment in field 
grade is limited now because the percentage of men 
in field grade in the Medical Corps of the Army is 
slightly above that allocated to the line. Appoint- 
ments in field grade are constantly being made for 
position vacancies, but they are being given to men 
over forty-five years of age, and in some instances 
over fifty-five years of age, who are to fill respon- 
sible positions such as Chiefs of services. 

Let me emphasize again that active recruitment 
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must continue to keep pace with the needs of the 
Armed Forces. Young physicians are needed. In 
many cases they seem reluctant to enroll and I am 
regretful to say that in many communities older 
physicians have gone in advance of some of the 
younger members of our profession. 

The questions of gravest importance to doctors 
under forty-five years of age are “What will hap- 
“Will I be going into the 


S99 


pen to me in 1943? 
Service?” These questions can only be answered 
by generalizations, but it is not too much to say 
that some facts are quite apparent, particularly to 
those who have watched the progress of procurement 
of physicians during the past six months and who 
have read the newspaper accounts of the increase 
in the size of the Army which is to continue through 
1943 and even further. The new Army which we 
are building will need many more physicians. The 
natural deduction is that many thousand more will 
be called for during 1943. The exact number can- 
not be stated, but it is safe to predict that the vast 
majority of the physically qualified physicians under 
forty-five years of age will be serving in the Armed 
Forces before this war is over. The Office of The 
Surgeon General has at all times tried to work in 
close cooperation with the Manpower Commission. 
No physicians are called whose services are classi- 
fied as essential to the community, either from the 
standpoint of a physician or a teacher. Medical 
schools must function in order that the future supply 
of physicians may be assured. There is no inclina- 
tion to interfere with civilian medical. care but, 
unquestionably, there must be some modification of 
medical practice, since the supply of physicians 
must be spread more thinly. It is impossible to 
increase materially the supply under present-day 
medical educational standards, albeit the accelerated 
curriculum system will, at the end of four years, 
produce about 5,000 more physicians than would 
have been produced under the old system. Co- 
operation of all elements is essential in this strug- 


gle. The needs of the Army come first, I believe, 
and the work of building the Medical Corps must 
continue. The production of physicians under pres- 
ent-day standards must go on as long as the present 
emergency permits. The urgency of our national 
crisis increases and will be felt more and more in 
the coming months. The needs of the Army will be 
harder and harder to meet, but they will be met in 
the future as they have been met in the past, cour- 
ageously and fully. Of that every American is 
certain. 

In anticipation of the desires of the Medical Pro- 
fession of Richmond and as a token of his recog- 
nition of its brilliant performance in the last War, 
The Surgeon General, on March 11, 1940, invited 
the Medical College of Virginia to assume the re- 
sponsibility of organizing the 45th General Hos- 
pital as an affiliated Medical Department Unit, thus 
reincarnating, and continuing the wartime tradition 
of, Base Hospital 45. The Unit was activated at 
Camp Lee, Virginia, on May 15, 1942, and officer 
and nurse personnel were ordered to that station 
for training. 

The change from civilian to military life demands 
not only many personal adjustments, but necessi- 
tates the assumption of procurement, organizational, 
and innumerable other hitherto unaccustomed func- 
tions. Imaginativeness and the exercise of a high 
order of ingenuity is required in anticipating and 
meeting the exigencies which inevitably arise in the 
large scale professional service which the medical 
officers and nurses of General Hospital 45 will 
render. Fine judgment of personalities and careful 
estimation of abilities will be called for in delegat- 
ing responsibility, and in assigning the manifold 
and arduous tasks which face them. Backed by a 
rich heritage, possessed of professional skill, and 
imbued with enthusiasm and a keen desire to serve, 
the staff of General Hospital 45 is prepared and 
ready to contribute its part in perpetuating the 
glorious annals of Virginia medicine and surgery. 





MENTAL HYGIENE ACTIVITIES 





During the meeting of the Southern Medical As- 
sociation in Richmond from November 10th to 12th, 
there were a number of papers dealing with the 
problems of mental hygiene. Perhaps the large num- 
ber of papers concerning direct questions of mental 
hygiene read in the various sections shows very ad- 
mirably that doctors are beginning to think more 


and more in terms of the total personality of the 
individual rather than in terms of some specific 
disease. It is gratifying to see questions of mental 
hygiene incorporated in discussions of the different 
sections of an organization such as the Southern 
Medical Association. It seems that there is a grow- 
ing tendency toward the belief that a healthy mental 
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attitude is necessary to bring about restoration of 
the patient suffering from some physical condition. 
In a General Clinical Session Dr. Thomas W. Mur- 
rell, of Richmond, gave a paper on The Psychology 
of Acne. Dr. Murrell’s discussion brought out some 
very interesting mental hygiene facts. The biggest 
problem in relieving acne in children is the fact 
that the physician is not allowed to treat it. In 
spite of the fact that parents love their children 
and plan for their wholesome development they neg- 
lect this phase of the child’s health because it is 
believed to be a transient and natural condition. 
This thought is probably tied up or based upon 
folklore and unscientific beliefs. 
not treated properly it remains as an unsightly con- 


Because acne is 


dition causing the boy and girl to withdraw from 
the social group. Thus an increasing seclusiveness 
probably accounts for the development of an in- 
feriority complex in a large number of boys and 
girls during adolescence. Closely allied to this situa- 
tion is the gang attitude which may later lead to 
juvenile delinquency. 

In the Section on Neurology and Psychiatry Dr. 
Gregory Zilboorg, of New York, an invited guest, 
delivered an address on The Actual Goal of Psy- 
chiatric Therapy. 
objectivize mental health, as it is physical health, 
we should not be discouraged nor should we be de- 


Even though it is impossible to 


terred from attempting to alleviate mental illness. 
Dr. Zilboorg showed very appropriately and very 
vividly that the form of government under which 
the individual lives may affect his mental health. 
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Briefly he traced our present democratic form of 
government, as it is known today, from its primitive 
form when it consisted of the father as a dictator 
who ruled with an iron hand. This method of ruling 
naturally caused hatred of the dictator because there 
was at no time any opportunity for the expression 
of individual instinctual drives. This lack of oppor- 
tunity for expression of strong impulses resulted in 
killing the dictator and jealousy amongst the sons. 
It is in this way that the lack of opportunity on the 
part of the individual to give expression to his 
feelings leads either to the development of a psy- 
choneurosis, a psychosis or to criminality. 

Again very beautifully Dr. Zilboorg brought out 
that in our present day democratic setup there is 
ample opportunity for the expression of these un- 
wholesome impulses. Even during political cam- 
paigns, individuals are given to saying rather harsh 
things at times, but at least they are able to free 
themselves of their innermost feelings. Then after 
the campaign is over there is again unity of purpose 
in the government. For this reason it is not possible 
or even desirable to “lobotomize” or analyze a patient 
into a perfect state of conformity, but it is possible 
and desirable only to bring about in a particular 
patient the ability to live in corformity with the 
existing environmental circumstances. Inasmuch as 
mental illness is the result of a clash between in- 
stinctive impulses and environmental influences, we 
should try to bring about in the maladjusted indi- 


vidual a wholesome way of living in the social group. 





CASE REPORT OF MATERNAL DEATH 


MATERNAL HEALTH COMMITTEE 
MEDICAL SOCIETY OF VIRGINIA 


The patient was an eighteen-year-old white primi- 
para who had adequate prenatal care from the ‘sec- 
ond month of pregnancy. No abnormalities were 
noted during the prenatal period. She was delivered 
spontaneously in a hospital after an uneventful 
labor of eight hours. The postpartum course was 
uneventful and she was discharged from the hos- 
pital on the fifth postpartum day, returning to her 
home in an ambulance. She remained in bed at 
home until the tenth postpartum day, during which 
time she was seen by her physician. 


lowed out of bed at intervals from the tenth day on. 


She was al- 


She died suddenly on the fifteenth postpartum day 
immediately after having nursed the baby. Autopsy 
was not performed. 
COMMENT 

This has been classified by the committee as a 
nonpreventable obstetrical death. It may reasonably 
be assumed that death was due to pulmonary em- 
bolism, although no autopsy was done to confirm 
the diagnosis. There seem to have been no failures 
in the care and management of the patient, and it 
must be assumed that the death was, in the light of 
our present knowledge, unavoidable. This case also 
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illustrates as did the one reported in the JOURNAL 
last month, the minimal mortality, which will in- 
evitably occur in association with pregnancy and 
confinement. 


Public Health Statistics 


I. C. Riccin, M. D., 
State Health Commissioner of Virginia 


The report of the Bureau of Communicable Dis- 
eases of the State Department of Health for October, 
1942, compared with the same month in 1941, and 
for the period of January through October, 1942, 
compared with the same period in 1941, follows: 

JAN.- JAN.- 
Oct.. Ocr.. Oct. Oct. 
1942 1941 1942 1941 


Typhoid and Paratyphoid___-__ 38 87 223 268 
Diarrhea and Dysentery______ 423 1,068 4,364 5,201 
Measles , chi eetncienctacieet Lame 95 4,842 34,716 


Scarlet Fever eae: = =6he ll Ue 
Diphtheria ___. SS La ae 462 
ee aa 33 40 117 
IRE ee eins ee er 14 3 140 92 
Undulant Fever __-_________-. 3 3 28 12 
Rocky Mountain Spotted Fever 3 0 45 31 
TIN 8a ci bs akacapedciee 1 3 33 25 


Potson Gas INSTRUCTIONS 

Despite the fortunate fact that in the present war 
poison gas has not been employed as a weapon, the 
possibility of its use has rot been overlooked either 
by the military or civilian defense organizations of 
all nations throughout the world. 

Through magazine and newspaper pictures, Amer- 
icans are familiar with the gas mask issued to 
civilians and soldiers in the British Isles, and 
through the same sources, realize that the United 
States soldier is equipped with this protective device 
and is taught its use under simulated battle con- 
ditions. 

Virginians, and indeed al! Americans, likely will 
be spared the hazards of war gas on the home front. 
It is to be hoped devoutly that on the battlefields 
of Europe, Asia and Africa this cruel instrument of 
chemical warfare will continue to remain inactive. 
Nevertheless, no matter how remote this likelihood 
may be, the United States and State Offices of 
Civilians Defense wisely have set down a few basic 
rules for all citizens, should the unexpected occur 
in the United States. 
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On the theory that to be forewarned is to be fore- 
armed, therefore, the following suggestions, carry- 
ing the approval of the State Office of Civilian De- 
fense and the State Department of Health are of- 
fered: 

If one has been exposed to war gas: 

(a) Get out of the area and into a building. 
Before going inside, remove the outer clothing and 
shoes and leave them outside. 

(b) Wash hands first, and then face, with soap 
and water. 

(c) Irrigate or wash eyes at once with a large 
amount of a solution of baking soda (one teaspoon- 
ful baking soda to a glass of water). If no soda 
is available, use plain water. 

(d) Take a shower or bath, using plenty of soap. 

(e) Wash eyes again with baking soda solution. 

If liquid gas gets on the skin: 

(a) Use pieces of cloth or cleansing tissues to 
blot as much of the liquid as you can from your 
skin. Do not rub the skin as this will spread the 
liquid. 

(b) To the contaminated areas of the skin, apply 
a household bleaching solution, such as Clorox, full 
strength. Do not, however, waste time looking for 
Clorox; bathe immediately with soap and water as 
directed above. 

If your chest feels heavy, if you have trouble 
breathing, or if cigarette smoke becomes distasteful, 
lie down and remain quiet until a doctor sees you. 
Follow the above in- 
Seek medical 
attention as soon as possible. Permanent disability 
following injury by gas is uncommon. 


Keep as calm as possible. 
structions without wasting time. 


Remember: Soldiers require gas masks because 
they must remain in the gas contaminated area. 
Civilians can get out of the gassed area. 

By following the above relatively simple proce- 
dures, the layman frequently can prevent serious 
injury if he is exposed to a war gas. Prophylactic 
measures must be applied promptly to be effective. 
Exposure to most war gases does not render one 
helpless until several hours have elapsed. 

It should be remembered that gas is the one 
weapon against which the layman can protect him- 
self rather effectively. If he is struck by a high 
explosive bomb or burned by an incendiary, there 
is relatively little that he can do. 
gets into an area contaminated by gas, by following 


If, however, he 
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a few simple rules the severity of injury may be 
decreased. 

General rules include: 

1. A warning of gas will be given by the local 
air raid warden by a banging noise such as inces- 
sant hitting on a pan with a wooden stick or use 
of large wooden rattles. Some individuals will learn 
how to recognize the smell of different gases, but 
even if you do not recognize the exact type of gas, 
obey the general rules. 

2. War gases are heavier than air and tend to 
stay close to the ground. 
there. 


If you are indoors, stay 
Close doors and windows, turn off air-con- 
ditioning, stop up fireplaces, and go to an upper 
floor; avoid basements and other low places. To 
get out of a gassed area, walk, do not run, against 
the wind. 

3. War gases act on the eyes, skin or lungs. 
Prevention of injury depends largely upon prompt 
use of simple remedies which persons otherwise 
uninjured can apply to themselves. 

Physicians can render a real service to their pa- 
tients by making available to them the information 
given above. If it should become necessary for 
citizens to know what to do in the event of a gas 
attack, such knowledge will establish a genuine 
measure of protection for them. 

In time of war, it is logical to prepare for any 
emergency, even if present circumstances and past 
performance make them appear extremely remote. 





Miscellaneous 


The Four Horsemen Ride Again. 

War has once again loosed the Four Horsemen of 
the Apocalypse upon the world . . 
sword, and pestilence. In the last war, the most 
deadly of these was pestilence, and today, in Europe 
and Asia, there is already an alarming increase in 


. fire, famine, 


tuberculosis. 

It is generally agreed in the medical profession 
that the prevention of disabling and fatal tuberculo- 
sis depends upon early diagnosis and prompt treat- 
ment. If this truth alone were generally known 
and applied by the whole population, tuberculosis 
could be kept to its steady retreat in spite of war. 

During 1943, the tuberculosis educational cam- 
paign, which is supported by the Christmas Seal 
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Sale, must be intensified if we are to keep tuber- 
culosis under control. 

The armed forces of the United States have taken 
a great step forward in preventing tuberculosis 
among their men by the routine chest X-ray and a 
recent report from the Canadian Army shows how 
valuable this type of examination has been. 

Out of the 400,000 men examined preparatory 
to entering the Canadian Army between September, 
1939, and March 1, 1942, a total of 3,969, or slight- 
ly less than one per cent, were rejected because cf 
tuberculosis, according to a report by Lt. Col. 
W. R. Warner, R.C.A.M.C. The report states that 
only 114 cases of clinical tuberculosis have developed 
either in Canada or overseas in the entire Canadian 
Army as of March 1, 1942. 

On the other hand, England and Wales admit 
their error in closing their tuberculosis hospitals 
during the siege of Britain and Dr. Percy Stocks, 
medical statistical officer, feels that this action must 
be held responsible for much of the increased mor- 
tality in the British Isles. Many of the patients 
died earlier than they might have done under con- 
tinued hospital care and they inevitably spread the 
infection among their families. The decision to 
close tuberculosis hospitals has since been reversed, 
and a British report on this condition stated that 
“The only way an active case of tuberculosis will 
be gotten out of the hospital in England today is 
to be blown out with a bomb.” 

The increase in tuberculosis deaths in England 
and Wales has been 12 per cent since 1939 and 18 
per cent in Scotland. The increase in deaths from 
tuberculous meningitis is 40 per cent in the first 
two and 50 per cent in Scotland. 

It has been suggested that with the type of war- 
fare, entailing mass evacuation, frequent visits to 
aid raid shelters and lack of adequate food and 
rest may account for the unprecedented rise in tuber- 
culosis. No comparable advance was noted during 
the first two years of World War I. 

Here in America the trend is upward in nine- 
teen of our large industrial centers. 

Health departments and volunteer tuberculosis 
associations are doing their best to meet this chal- 
lenge, but we must have the support of the American 
people. 

Nora SPENCER HAMNER, Executive Secretary, 
Richmond Tuberculosis Association. 
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Proceedings 
Medical Society of Virginia 


ANNUAL MEETING 


October 5, 6, 7, 1942 
Hotel Roanoke 


Roanoke, 


SCIENTIFIC SESSION 
Monday, October 5 

The Medical Society of Virginia convened for its first 
general session on Monday evening, October 5, 1942, at 
8:30 o'clock, in the ballroom of the Roanoke Hotel, Roa- 
noke, with Dr. W. L. Powell, General Chairman of the 
Committee on Arrangements, presiding. 

Following the call to order by Chairman Powell, -the 
invocation was said by the Reverend A. H. Hollingsworth, 
of Roanoke. 

It was announced that the guest speaker of the evening, 
Dr. James E. Paullin, of Atlanta, Ga., Professor of 
Clinical Medicine at Emory University, President-Elect of 
the American Medica! Association, would not be present, 
his plane being unable to land at Roanoke because of the 
bad weather. Dr. Paullin, who is a member of the Fed- 
eral Procurement and Assignment Board, was to speak 
on the subject, “The Role of the Medical Profession in 
the Present Emergency”. 

Chairman Powell presented the President of the Society, 
Dr. Roshier W. Miller, of Richmond, who read his ad- 
dress on “The Year’s Activities”. 

Upon request of Dr. J. Bolling Jones, Chairman of 
the Membership Committee, President Miller read the 
following list of members whose deaths had been reported 
since the last annual meeting: 


Dr. Joseph Frank Slade, Sussex, October 14. 1941. 

Dr. Thomas Franklin Dodd, Alexandria, August 14, 1941. 

Dr. Edmund Anderson Terrell, Fredericks Hall, Septem- 
ber 18, 1941. 

Dr. James Gordon Trant, Richmond, October 29, 1941. 

Dr. Clarence Albert Ransom, East Falls Church, Septem- 
ber 23, 1941. 

Dr. George R. Sledge, Parksley, October 3, 1941. 

Dr. A. B. Smith, Snowville, September 17, 1941. 

Dr. Greer Baughman, Richmond, December 2, 1941. 

Dr. Sidney Lockhart Scott, Fredericksburg, December 16, 
1941. 

Dr. John W. Bolen, Galax, November 2, 1941. 

Dr. Robert Coalter Bryan, Richmond, December 24, 1941. 

Dr. Harry L. Myers, Norfolk, January 5, 1942. 

Dr. William Johnston Strother, Culpeper, February 14. 
1942. 

Dr. Charles Wilson Doughtie, Norfolk, March 5, 1942. 

Dr. Charles McCulloch, Lexington, March 12, 1942. 

Dr. Aaron Jeffery, Newport News, April 14, 1942. 

Dr. William Binford King, Arlington, April 10, 1942. 

Dr. William Roane Aylett, Tappahannock, April 25, 1942. 

Dr. Roy Knight Flannagan, Richmond, June 18, 1942. 

Dr. Noah M. Robinson, Vinton, March 5, 1942. 

Dr. Henry G. Steinmetz, Flint, Mich., May, 1942. 

Dr. Marvin Everette Nuckols, Richmond, July 21, 1942. 

Dr. Arthur Blackwell Cosby, Big Island, June 26, 1942. 

Dr. Horace Taylor Hawkins, Waynesboro, July 30, 1942. 


Virginia 


Dr. Robert Newton Graham, St. Charles, July 29, 1942. 

Dr. Luther M. Abbott, New Castle, August 16, 1942. 

Dr. Thomas Lea Brooks, Oceana, August 21, 1942. 

Dr. Joseph Lynn Deitrick, Norfolk, August 30, 1942. 

Dr. Alexander Watkins Terrell, Lynchburg, August 30, 
1942. 

Dr. Joseph Hill Winfrey, Glen Allen, September 9, 1942. 

Dr. Benjamin Alonza Rice, Forest Depot, June 16, 1942. 

Dr. Littleberry Stainback Foster, Williamsburg, Septem- 
ber 23, 1942. 

The Assembly then stood for a moment in silence, in 
respect to the memory of those deceased. 

President Miller presented Mr. F. M. Rivinius, Chairman 
of the Roanoke County Chapter of the American Red 
Cross, who addressed the Society on the subject of 
“American Red Cross in War Time”. 

The President announced that the following had been 
appointed as delegates to this meeting from the Medical 
Society of the State of North Carolina: Dr. Newsom 
P. Battle, Rocky Mount, N. C.; Dr. S. M. Bittinger, 
Black Mountain, N. C.; Dr. John C. Tayloe, Washington, 
N. C.; and Dr. Moir S. Martin, Mount Airy, N. C., but 
none of these gentlemen at this time responded to the 
President’s invitation to make himself known. 

At this point President Miller asked Mr. Lloyd G. Cecil, 
Laboratory Technician, Lewis Gale Hospital, Roanoke, to 
take the chair for the rest of the session. Mr. Cecil in- 
troduced Warrant Officer Henry R. Evans, Pharmacist, 
United States Navy, Technical Supervisor of the Red 
Cross Army-Navy Plasma Center, Bethesda, Md. Mr. 
Evans made a short address and then showed a moving 
picture on the preparation of plasma and another on the 
regeneration of plasma. 

The evening session then adjourned, at 10:15 P. M. 


Tuesday, October 6 
Medical Section 

The Medical Section of the Medical Society of Virginia 
met at 9:50 A. M. on Tuesday, October 6, in the ball- 
room of the Roanoke Hotel, with Dr. Roshier W. Miller, 
President of the Society, presiding. 

Dr. T. Jefferson Hughes, Roanoke, read his paper en- 
titled “Some of the Do’s and Don't’s in the Treatment 
of Fractures with Special Reference to the Rural Prac- 
titioners, Whose Burdens and Responsibilities Will be 
Increased by the National Emergency”. (Illustrated by 
lantern slides.) This was discussed by Dr. Bernard H. 
Kyle, Lynchburg, and Dr, E. P. Tompkins, Lexington, 
and by Dr. Hughes in closing. 

The paper of Dr. Benjamin M. Kagan, of Richmond, 
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on “The Clinical Significance of the Serum Proteins” 
was read by title, it being stated that Dr. Kagan is now 
in the Army. 

Dr. William Bickers, of Richmond, read his paper en- 
titled “Leukorrhea: A New Classification and a New 
Approach to Treatment” which was illustrated by lantern 
slides. 

Dr. T. Dewey Davis, Richmond, read his paper on 
“Acute Cirrhosis of the Liver’, which was discussed by 
Dr. Blanton P. Seward of Roanoke and by Dr. Davis in 
closing. 

Dr. K. D. Graves, Roanoke, read his paper entitled 
“The Eyes as Portals of Entry for Certain Air-Borne 
Infectious Diseases”. This was discussed by Dr. Fred 
E. Hamlin of Roanoke and, in closing, by Dr. Graves. 

The paper of Drs. Paul D. Camp and Louise Galvin 
of Richmond on “Rheumatic Fever and Rheumatic Heart 
Disease in Virginia” was read by Dr. Camp and was 
discussed by Dr. Galvin. There was further discussion 
by Dr. J. Edwin Wood, Jr., Charlottesville, Dr. F, D. 
Wilson, Norfolk, and in closing by Dr. Camp. 

The program having been completed, the Medical 
Section then adjourned, 12:00 o’clock noon. 


Tuesday, October 6 
Surgical Section 


The Surgical Section of the Society convened in Parlors 
A and B of Hotel Roanoke, at 9:45 A. M., Tuesday 6, 
and Dr. James W. Anderson, vice-president, and Dr. 
Julian L. Rawls, councilor, both of Norfolk, took turns 
in presiding. 

The first paper presented was that by Dr. Ernest L. 
Copley of Richmond on “Hypertensive Arterial Disease” 
and this was discussed by Dr. J. Morrison Hutcheson and 
Dr. C. C. Coleman of Richmond, and by Dr. Copley in 
closing. 

The next paper, “A Further Report on the Use of Ra- 
dium in Benign Conditions Causing Uterine Bleeding”, 
was given by Dr. W. Lowndes Peple of Richmond. This 
was discussed by Dr. Alfred P. Jones of Roanoke and 
Dr. J. L. Rawls of Norfolk, with Dr. Peple closing the 
discussion. 

Dr. Philip Jacobson of Petersburg, then read his paper 
entitled “Further with Tubal 
Salpingitis”, which was discussed by Dr, Paul Davis of 


Experience Division in 
Roanoke. 

A paper on “Surgical Treatment of Orbital Tumors” 
was next presented by Dr. C. C. Coleman of Richmond. 

Dr. Linwood D. Keyser of Roanoke read a paper on 
“The Clinical Manifestations of Colitis and Its Treat- 
ment”, this being discussed by Dr. George B. Lawson, 
also of Roanoke. 

The last paper of this Section, presented by Dr. M. L. 
Dreyfuss of Clifton Forge and entitled “Benign and 
Malignant Lesions of the Urachus”, was discussed by 
Dr. A. I. Dodson of Richmond. 


Adjournment followed. 
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Tuesday, October 6 
General Session 

The Medical Society of Virginia reconvened in the 
ballroom of the Hotel Roanoke and was called to order 
at 2:45 P. M. by the President, Dr. Roshier W. Miller. 

Dr. David C. Wilson, of University, read his paper 
entitled “Treatment of the Mental Diseases Related to the 
Involutional Period”, which was discussed by Dr. Beverley 
R. Tucker of Richmond, and by Dr. Wilson in closing. 

Dr. William B. Porter, of Richmond, at the request 
of the President introduced the next speaker on the pro- 
gram, Dr. Julian M. Ruffin, Professor of Medicine 
in Duke University Medical School, Durham, N. C., an 
invited guest. 

Dr. Ruffin then read his address on “Amebic Dysentery: 
Its Recognition and Treatment—A Clinical Discussion’. 

Dr. Warren T. Vaughan, Richmond, presented his 
paper entitled “Lacquer Dermatitis” (illustrated by lan- 
tern slides), which was discussed by Dr. Wyndham B. 
Blanton of Richmend and Dr. D. C. Smith of University 
of Virginia. 

Dr. William B. Porter, Richmond, read his paper en- 
titled “Cardiodiaphragmatic Syndrome”, which was dis- 
cussed by Dr. Hugh H. Trout, Roanoke, and by Dr. 
Porter in closing. 

The President then read a telegram of greetings and 
good wishes from Mr. C. 
of the Southern Medical Association, following which the 
session adjourned. 


P. Loranz, Secretary-Manager 


Wednesday, October 7 
General Session 

The Society reconvened in the ballroom of the Hotel 
Roanoke and was called to order at 9:55 A. M. by Presi- 
dent Miller. - 

The President read the following telegram received 
on October 5 from Dr. James E. Paullin, of Atlanta: 

“Please extend to the Medical Society of Virginia my 
deepest regret in not being able to attend your meeting 
tonight. When American Air Lines plane passed Roanoke 
at 10:30 this morning it was impossible to land. At 
Bristol I was told it would be impossible to reach Roanoke 
by bus or train before nine or ten o’clock tonight. The 
flight was continued to Knoxville and then to Atlanta. 
Will you please express to the assembled members my 
deep disappointment in not meeting with you, and may I 
extend my congratulations to your Society for the im- 
portant and patriotic service you are doing for American 
medicine and the Procurement and Assignment Agency. 
Better luck next time.” 


(Due to the fact that the lantern-slide projector had not 
been set up, the papers were taken up out of order.) 


Dr. R. Finley Gayle, Jr., Richmond, read his paper 
entitled “The Care of the Mentally Ill in a General Hos- 
pital”, which was discussed by Drs. J. Asa Shield and 
Beverley R. Tucker, of Richmond, and in closing by Dr. 
Gayle. 

The President then presented the guest speaker for 


this session, Dr. Robert L. Bennett, Director of the 








692 VIRGINIA MEDICAL MONTHLY 


Postgraduate School of Physical Therapy at the Georgia 
Warm Springs Foundation, who addressed the Society 
on the subject of “The Basis for the Newer Methods of 
Treatment in Acute Poliomyelitis”. 

The paper of Drs. Lewis W. Mcllhany and Dudley C. 
Smith of Charlottesville, on “Epidemiologic Studies in 
Syphilis” (illustrated by lantern slides), was presented 
by Dr. Mcllhany and was discussed by Dr. Thomas W. 
Murrell, of Richmond, and by Dr. MelIlhany in closing. 

Dr. Julian R. Beckwith, Clifton Forge, read his paper 
entitled “Adams-Stokes Syndrome as a Complication of 
Myocardial Infarction: Report of Two Cases Resulting 
from Different Underlying Mechanisms” (illustrated by 
lantern slides). This was discussed by Dr. J. Edwin 
Wood, Jr., Charlottesville, and Dr. Paul D. Camp, Rich- 
mond, and in closing by Dr. Beckwith. 

Dr. H. Hudnall Ware, Richmond, read his paper en- 
titled “The Physician’s Responsibility in Planned Parent- 
hood”, which was discussed by Dr, W. R. Payne, New- 
port News. 


Installation of President 

PRESIDENT MILLER: We come now to a very pleasant 
duty—the induction of our new president. When I say 
it is pleasant it does not mean that I have felt the office 
a burden, nor am I weary of service. The year has been 
a very delightful one for me, first, because those in the 
office at Richmond have given unstintingly in service and, 
second, because all those: whom I have called upon for 
help have responded willingly and generously. 

This is a delightful duty because Jack is a good boy. 
He is a very worthy successor. Everybody loves him; 
everybody esteems him. I ask Miss Edwards and Dr. 
Moncure to escort Dr. Emmett to the platform. 

Dr. Emmett, I turn over to you this gavel and. assure 
you of my loyalty. I am willing to serve you during the 
year in any capacity, even if you call upon me to be your 
cabman. 

Dr. JoHN MoreEHEAD EMMETT: Members of the Medical 
Society of Virginia, members of the Auxiliary, and Presi- 
dent Miller: 

Dr. Miller, by virtue of the excellency of his adminis- 
tration, his personal charm, and his eloquence, has estab- 
lished an example which it is going to be very difficult 
for subsequent presidents to compete with. Thirty years 
ago Dr. Miller was my instructor at the Medical College 
of Virginia. The years since then have in no way 
dimmed his ability to teach, and I am grateful to him for 
the information and inspiration that have come to me 
from my association with his administration. 

When I review the accomplishments of my illustrious 
predecessors in this office I am embarrassed by my own 
limitations. I shall necessarily lean very heavily upon 
the Council and upon the membership and, last but not 
least, upon Miss Edwards, who will assist me very 
materially in directing the destinies of our Society during 
this coming year. 

The Medical Society of Virginia has many problems 
to face during the year ahead. These problems can 
only be solved by a united front but, I am positive that 
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with the information and the enthusiasm which have been 
manifested in this meeting, our members understand fully 
many of our difficulties. I particularly have in mind 
the preparation for the legislative battles which we must 
face in 1944. We can meet these problems only by each 
doctor assuming his responsibility of education and 
direction of his patients and the further education and 
direction of prospective legislators. 

The success of my administration will be dependent, 
as is the success of all administrations, upon the voluntary 
support of the membership of our Society, and I have 
no reason to doubt your loyalty and your support. I am 
sincerely grateful to you for this honor which you have 
bestowed upon me. 

I wish to announce now the appointments to the stand- 
ing committees. I shall not at this time announce the 
special committees, the list of which will appear in an 
early issue of our JOURNAL. 

President Emmett then read the list of committee ap- 
pointments (published under President’s Message in this 
issue of the MONTHLY). 

PRESIDENT EMMETT: If there is nothing further to 
come up, the meeting is adjourned. 

The Society then adjourned at 12:40 P. M., Wednesday, 
October 7, following which a number of members went 
to Catawba Sanatorium where lunch was served and 
the program was presented by the staff of the Sanatorium 
in conjunction with the Society of Chest Physicians of 
Virginia, with Dr. Roshier W. Miller presiding. The 
papers read were: 

“Report on Culture Work of Microscopically Negative 
Sputum for Tubercle Bacilli for a Period of Eight Years” 
by Dr. J. B. Nicholls and A. W. Bengston, and 

“Bilateral Artificial Pneumothorax in the Treatment 
of Pulmonary Tuberculosis” by Dr, L. R. Broome. 

Following this, the meeting adjourned sine die. 


Before and after the morning sessions on Tuesday and 
prior to the morning session on Wednesday, motion pic- 
tures were shown on “Post-Partum Hemorrhage” and 
on “Peptic Ulcer’, both of which were well attended. 


BUSINESS SESSIONS 
Council 


October 5, 1942 


The annual meeting of the Council was held at the 
Hotel Roanoke, Roanoke, on October 5 at 11:00 A. M., 
with Dr. Roshier W. Miller, President, presiding. Others 
in attendance were Dr. J. M. Emmett, President-Elect; 
Drs. James W. Anderson and Ernest G. Scott, Vice- 
Presidents; Drs. Griffin W. Holland, Julian L. Rawls, 
J. M. Hutcheson, W. C. Akers, W. L. Powell, A. F. 
Robertson, Jr., H. B. Mulholland, and C. B. Bowyer, 
Councilors; Dr. I. C. Riggin, State Health Commissioner ; 
Dr. Wyndham B. Blanton, Editor of the VirciniA Mep- 
IcAL MONTHLY; and Miss Edwards, Secretary, 


The minutes of the Council meetings as published in 
the MonTHLY (February, 1942, pages 101-2; July, 1942, 
page 393; August, 1942, page 460) were approved. 
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A letter from Dr. Trout was read expressing his ap- 
preciation of the approval by the Council of the work 
done by him as Chairman of the Procurement and As- 
signment Service of Virginia. 


Dr. Emmett, who had been appointed to look into 
the feasibility of a joint meeting with the West Virginia 
State Medical Association, reported that, after consulta- 
tion with officers of that organization, it was their opinion 
that such a meeting should be postponed for the duration. 


A letter was then read from Dr. Preston, secretary of 
the Virginia State Board of Medical Examiners, telling 
of the appointment of a committee from the Board to co- 
operate with the Legislative Committee regarding pro- 
posed amendments to the Medical Practice Act. This 
was referred to the Legislative Committee. 


The secretary stated that the $2.00 increase in dues for 
the use of the Legislative Committee would be. automatic- 
ally discontinued this year unless otherwise provided. It 
was stated by one Councilor that there had been some 
criticism in his district of this additional charge, espe- 
cially in view of the solicitation of the Special Fund. 
However, it was moved that the $7.00 dues be continued 
two more years and each Councilor was requested to ex- 
If the Coun- 
cilors explain this to the members, it was felt there will 
be no question as to the advisability of the fund. The 
motion was seconded and carried. 


plain to his District why this is being done. 


The question of exemption from dues of members in 
the Services was next discussed, and it was moved and 
carried that this exemption be continued. 


Mr. G. H. Winfrey, representing the American Mutual 
Liability Insurance Company, was then given the privi- 
lege of the floor and reported the experience of that 
company in the field of professional protection insurance 
for physicians in Massachusetts, New York and other 
states. He said his company had removed the extra 
charges for this professional protective insurance on doc- 
tors engaged in ethical contract practice, partnership prac- 
tice, the specialties, etc., and offered to issue it to mem- 
bers of the Medical Society of Virginia on the same 
After discussion, it was moved and carried that 
this be referred to the Medical Economics Committee. 


terms. 


Mr. J. A. Rorer, representing the Department of Clinical 
and Medical Education of the Society, stated that the 
work of the Department had been seriously affected by 
the war. In their report, they requested that the ap- 
propriation be the same as last year but, after due con- 
sideration, they had decided that they would need only 
$600.00 for the coming year. 


The Budget, as prepared by Drs. Hutcheson and Powell, 
was then presented as follows: 
BUDGET FOR YEAR 
October 1, 1942—September 30, 1943 
MEDICAL SOCIETY OF VIRGINIA 
Salaries 
Rent and Phone ____-- 


$2,880.00 
365.00 
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Stationery and Office Supplies -____-_-____ 75.00 
Repairs and Replacement _-----------__-_ 40.00 
POMMME ace ses eataeiest la ewesiaeadeteceseieada 225.00 
GeO ee ee - “ae 30.00 
Som Seemuy Fax ..........._._...-..—.- 24.00 
PUURC HIRO oe oo. os 7 25.00 
President’s expenses ___-----_- : cote 100.00 
President-elect’s expenses ___-___--____-_ 50.00 
Councilors and Officers’ expense : " 75.00 
Delegates to A.M.A. __------- = . 100.00 
Pens HO oe 350.00 
Dept. Clin. and Med. Education____-___-_-_ 600.00 
Medical Economics -_-~----- 75.00 
Walter Reed Commission _- <ee 75.00 
Child Welfare 10.00 
Maternal Health - 20.00 
Se ee aoe 20.00 
Medical Preparedness ___~ 75.00 
Industrial Health 20.00 
Convention expenses: 

Reporting — , as 150.00 
Programs ______ ae a 125.00 
Badges ae - : 55.00 
Registration cards _____-_- es 5.00 
Reports for delegates __- 15.00 
Invited guests 200.00 
Publicity 60.00 
$5,844.00 

VirGINIA MeEbDICAL MONTHLY 
Salaries $2,880.00 
Rent and Phone 365.00 
Preparation of journal 6,500.00 
Stationery and supplies 35.00 
Repairs and replacement - 40.00 
Office postage 45.00 
Audit fee 30.00 
Miscellaneous - ; - 20.00 
Social Security Tax 24.00 
$9,939.00 
Total_ $15,783.00 


It was recommended that this be adopted. 


Dr. Bowyer stated that Dr. Trout had been to con- 
siderable expense in maintaining an office for the Pro- 
curement and Assignment Work. He had been paying 
the salary of a secretary for several months and although 
this would be taken care of in the future by the Govern- 
ment, they would not reimburse him for the past amount. 
It was suggested that the Council should make some 
recommendation to the House of Delegates about this and 
Dr. Powell was asked to look into the matter. 


An opinion was asked as to the possibility of having 
a meeting next year. There seemed to be differences 
of opinion but no action was taken as it was felt this 
was a matter for the House of Delegates to decide. 


Dr. Miller announced the names of several delegates 
who had been appointed from the Medical Association 
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of the State of North Carolina, and he hoped the Coun- 
cilors would look out for them. 
There being no further business, the Council adjourned. 
AcNEs V, Epwarpbs, 
Secretary. 


HOUSE OF DELEGATES 
October 5, 1942 
The first meeting of the House of Delegates was called 
to order by the President, Dr. Roshier W. Miller, at 
2:30 P. M., on October 5, in the Hotel Roanoke, Roanoke. 


The minutes of the last meeting were approved as pub- 
lished in the December issue of the VirGINIA MEDICAL 
MonTHLY (pages 703-14). 


The budget, as approved by the Council, was then 
presented by Dr. J. M. Hutcheson. Dr. Bowyer stated 
that Dr. Trout, in connection with the Procurement and 
Assignment Service, had to employ a secretary, in addi- 
tion to considerable other expense incident to the work. 
No arrangements were made to pay the salary of that 
secretary up to the present time but in the future this 
will be paid by the Federal Government. He recom- 
mended that the Society reimburse Dr. Treut for the 
secretarial work for the past seven months at $90.00 a 
month. This was seconded and carried, and the budget 
as a whole was then adopted. 

The Council had also recommended that the $2.00 in- 
crease on dues for Legislative work be continued for 
1943-4. Dr. Moncure moved that this be continued. 
Carried. 


Dr. Dean Cole, Chairman of the Legislative Committee, 
then presented the following statement of the Special 
Fund: 

SPECIAL FUND FoR LEGISLATIVE WorRK 


Balance on hand, October 1, 1941 $1,532.49 
Receipts October 1, 1941-September 30, 1942__ 3,183.00 
$4,715.49 
Disbursements: 
Attorney’s Services $700.00 
Preparation of material for Supreme 
Court . a 450.00 
Phone calls, letters, wires, etc. __ 284.85 
tome S60686 
$3,280.64 
Voluntary contributions solicited by Committee__ $1,366.00 


The question as to having a meeting in 1943 was next 
considered. Dr. W. D. Kendig moved that the decision 
be left to the Council. Seconded. Dr. P. St. L. Moncure 
stated that he thought the House of Delegates should 
handle this and decide whether or not to hold the meeting 
next year. Dr. Guy Fisher offered a substitute motion 
that»the House of Delegates go on record as being in 
favor of having a meeting next year, and this was 
seconded and carried. 


The delegates were given, a five minute recess to select 
the members of the Nominating Committee, and the 
following were named: 
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Dr. Griffin W. Holland, Eastville. 
Dr. C. L. Harrell, Norfolk. 

Dr. Frank Johns, Richmond. 

Dr. W. D. Kendig, Kenbridge. 
Dr. B. F. Eckles, Galax. 

Dr. F. A. Farmer, Roanoke. 

Dr. Guy Fisher, Staunton. 

Dr. Percy Harris, Scottsville. 

Dr. W. C. Caudill, Pearisburg. 


It was announced that several delegates had been ap- 
pointed from the Medical Society of the State of North 
Carolina, and the members were asked to see that these 
doctors were shown all courtesies. 


The reports of committees, as published in the Sep- 
tember, 1942, issue of the MONTHLY were next considered. 
The President announced that Drs. Julian L. Rawls and 
J. L. Hamner had been appointed to go over these reports 
in advance in order that special recommendations might 
be properly considered. He also stated that action on 
the reports would be taken as a whole after they had 
been presented. 


Publication and Program (page 507). Dr. Blanton, 
chairman, stated he had nothing to add except that he 
was retiring as Editor this year and wished to thank 
the Society for its uniform courtesies during the ten years 
he had served. 


Scientific Exhibits and Clinics (pages 507-8). 


Department of Clinical and Medical Education 
(page 508). It was stated that the appropriation re- 
quested had been changed to $600.00. 


Legislation (page 509-11). 
mittee received considerable discussion and it was the 


The report of this Com- 


consensus of the House that the Society should support 
the program of the Committee. Dr. Cole, chairman, 
moved that the President of the Society be instructed to 
appoint a committee of three members to cooperate with 
the Advisory Council of the General Assembly in their 
study of the coroner situation in Virginia. Carried. 
Membership (page 511). Attention was called to 
the fact that the retiring president was recommended for 
honorary membership, and this was adopted. 


Judicial (page 511). Dr. Moncure, chairman, pre- 


sented the following supplement: 

In 1930 or 1931, Congress cut down our representation 
to nine instead of ten districts, which, according to the 
Medical Practice Act, automatically cut down the Medical 
Examiners to nine, and also the Councilors to nine. The 
new congressional division was no doubt really enacted 
for legislative purposes, but some of us working largely 
from a purely scientific standpoint and for the best in- 
terest of the Society made the recommendation for ten 
councilor districts, and this was passed unanimously by 
the House of Delegates at its session at Virginia Beach 
in October, 1941. We still think some Committee (the 
Judicial if desired) can continue to study the question 
of division of the State into Councilor districts best suited 
for our purposes. I, therefore, recommend to the House 
of Delegates for its adoption the following which em- 
bodies Dr. Robertson’s resolution before the Council: 
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The State shall be divided into the same number of 
councilor districts as congressional districts and be com- 
prised of the same counties; and the Judicial Committee 
should continue the study of such changes of its councilor 
districts as seem best suited for the interests of the 
Society. 

As this necessitated a change in the By-Laws, it was 
laid on the table until the following day. 


Advisory to the Woman’s Auxiliary (page 511). 

The following report from the Auxiliary President was 
then read: 

Mr. CHAIRMAN: 

It is my privilege to give you a report for this year 
from your auxiliary. Having spent two years learning 
to know the auxiliary at work, I wish to say it is a very 
vital factor in the progress of organized medicine in the 
nation, in the state, and in the local society. Health 
Defense was the objective for the year, given us by the 
Auxiliary to the A.M.A.; our State theme has been “Edu- 
cate and Evaluate’—educate ourselves and evaluate our 
learning so as to be the greatest help to the greatest num- 
ber, not only in our own auxiliary but in the lay organi- 
zations to which we belong, and therein is found our 
strength. 

The reports of our standing committees and _ local 
presidents show active work all along the line and accom- 
pany this report. An abstract of these will be printed 
in the MONTHLY. 

We have with the consent of our advisors joined hands 
with the women’s organizations in the state, helping to 
give a unified front in the war effort. If I went into 
detail on our work, this would be so long you wouldn’t 
read it, so I am going to close with an appeal to each of 
you to ask your wife and sister and mother to join the 
auxiliary, either as a member of a local group or as a 
member at large, taking my word for it that it is 
quite worth her while. 

Respectfully submitted, 
(Mrs. E. LATANE) LoutsE W. FLANAGAN, 
President, Auxiliary to the Medical 
Society of Virginia. 


Child Welfare (pages 512-3). Dr. F. D. Wilson, 
chairman, report and called 
particular attention to their request that legislation be 


explained parts of this 
secured schools 
to be inspected by the State Department of Health, and 
also that teachers in grade schools present satisfactory 
tuberculosis. 


requiring sectarian and non-sectarian 


evidence of freedom from 


Maternal Health (pages 513-5). Dr. Groseclose, a 
member of the committee, called particular attention to 
the resolutions in this report and moved that the House 


approve them. Seconded and carried. 
Walter Reed Commission (page 515). 


To Arrange Medical Program of Virginia Con- 
ference of Social Work (page 515). 


Pneumonia Commission (pages 515-6). Dr. H. H. 
Henderscn, State Epidemiologist, explained certain points 
in this report. 

To Confer with State Board of Nurses’ Exam- 
iners (page 517). 

Syphilis Control (page 517). 


Tuberculosis (page 517). Dr. Harrell, a member 
of the Committee, moved that this body go on record 
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as approving that State Sanatoria take tubercular dia- 
betic patients. 


Cancer (page 519). Dr. Lehman, chairman, reported 
that the C. & O. Hospital Cancer Clinic, under the 
direction of Dr. J. M. Emmett, had been certified since 
writing this report. 


Industrial Health (page 519 


Coordination of Adjuncts of Medicine, i.e., Den-. 
tistry, Pharmacy and Nursing. Dr. Gorman, chair- 
man, stated that the committee recommended that it be 
continued to study this problem and that this committee 
be named from Richmond in order to facilitate its work 
and meetings, and its recommendations be made to the 
component societies, and the committee be composed of 
doctors, dentists, nurses, pharmacists, and hospital super- 
intendents or such members as the President may deem 
best. He felt the committee could work out a publicity 
program in way of education to the public explaining to 
them the shortage of doctors, nurses, pharmacists, and 
dentists, and asking their cooperation. Articles could be 
used in newspapers and on the radio, together with a 
printed statement which could be sent out from offices 
and in communications to patients. 


Health Museum. Upon of Dr. Fletcher 
Wright, chairman, who is now in the Service, Dr. R. J. 
Main sent the following report of what had been done 
in regard to the health museum: 


To THE House OF DELEGATES: 

At the request of Dr. Wright I am reporting on the 
development and present state of the Virginia Health 
Museum, of which I am chairman. Dr. Fletcher J. 
Wright of Petersburg and his committee met with a 
group of interested people at one time, and Dr. Wright 
attended the second and final meeting of this committee. 
At that time it was decided to start this museum, to be 
located in the Valentine Museum for the duration of 
the war. Dr. Wright and his committee seemed to be 
in favor of your society being represented in this museum, 
and stated that he would approach you on this subject. 
I have heard nothing more from him, however. The 
museum has now been open some several months and 
is apparently visited by the majority of those going to 
the Valentine Museum. I understand that the visitors 
have evidenced considerable interest in the exhibits we 
have on display. 

The societies represented with an exhibit at the present 
time are: Richmond Academy of Medicine, the Virginia 
Cancer Foundation, Virginia Dietetic Association, Med- 
ical College of Virginia, Virginia Nutrition Committee, 
Richmond Dairy Council, and the Virginia Tuberculosis 
Association. 

Recently I wrote the Richmond Academy of Medicine 
stating that I believed that such-a project should be spon- 
sored and controlled by a medical group such as theirs 
or the Medical Society of Virginia, and expressed my 
hope that they or the State Society, or both, would see 
fit to take over this project; that in case they were not 
interested I hope that they would. or I would, take 
up this proposition with the State Society. One of my 
reasons for suggesting this procedure is that the A.M.A. 
is on record as encouraging their constituent societies to 
found and maintain such musea. If neither society is 
interested I will have to try to- interest some lay group. 
The Richmond Academy of Medicine has requested some 
more information from me so that their board may discuss: 
this proposition more intelligently. | 


request 
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In my opinion there is absolutely no doubt as to the 
public demand for and interest in such projects. More- 
over, I believe in the long run this project will do far 
more to combat quackery in all forms than the voting of 
sums to’ defray the expense of legally prosecuting well 
established quacks. 

Respectfully, 
R. J. MAIN, 
Chairman, Virginia Health Museum Committee. 


To Study Clinical Laboratories (pages 519-20). 
Dr. R, D. Kimbrough stated that the resolution passed 
by the House of Delegates last year to appoint. a com- 
mittee for the study of clinical laboratories in Virginia 
was not intended to be asking for a survey or investiga- 
tion of laboratories. The plan was for this committee to 
be prepared to advise the General Assembly, Health 
Department, or other agencies, as to possible standards, 
or requirements for clinica! laboratories in Virginia. Also, 
to help decide whether clinical laboratories should be 
licensed, or required to meet certain requirements, and 
to advise on any other problems that may arise. He 
‘moved that this committee be continued with these in- 


structions. 


Delegates to American Medical Association 


(page 520). 


Delegate to U. S. Pharmacopoeial Convention 
(page 520). 


It was then moved, seconded and carried that the re- 
ports as a whole be adopted. 


After this, Dr. E. P. Lehman presented the following 
resolution which was adopted: 

WHEREAS, the VIRGINIA MepICAL MONTHLY ranks by 
common consent among the two or three outstanding 
state medical journals of the country: and 

WHEREAS, the high quality of the MoNnTHLY is largely 
the result of the judgment, the literary skill and the 
untiring and unselfish enthusiasm of its Editor, and 

Wuereas, Dr. Wyndham B. Blanton, Editor for the past 
ten years, is retiring at this session of the Medical 
Society of Virginia. 

Be Ir REeEsotvep, that the House of Delegates go on 
record in appreciation of Dr. Blanton’s unexcelled serv- 
ices, and 

Be Ir FurTHeR REeEso.vep, that the Secretary be in- 
structed to express to Dr. Blanton in writing the gratitude 
of the Medical Society of Virginia. 

Dr. C. L. Harrell moved that a committee be appointed 
to investigate the distribution of interns throughout the 
State and report to the Governor with an idea of having 
a more equitable distribution in defense areas. Sec- 
onded. Dr. Trout felt this was a problem of the Pro- 
curement and Assignment Board and it was not thought 
the Governor would be able to do anything about it. 
Dr. Harrell amended his motion omitting the words “and 
report to the Governor”. This was carried. 


Dr. J. L. Rawls asked the delegates to be on the look- 
out for a bill which might be introduced into Congress 
and would add an additional 3 per cent tax to the present 
Social Security Tax for National Hospital Insurance. This 
bill as proposed would pay the individual who required 
hospitalization $3.00 a day presumably for the hospital 
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bill. However, it is paid to the person individually after 
he leaves the hospital, so in all probability the hospital 
could not count on it. In addition, $3.00 a day will not 
begin to pay the hospital bills at the present rate. This 
bill has not been introduced, but it is rumored that it 
will come up soon. When it does, please read it and 
if you think it is a vicious bill and will not serve the 
purpose intended, please communicate with your represen- 
tatives in Congress and ask them to vote against it. 


There being no further business, the House adjourned 
to meet again the following day immediately after the 


morning session. 


October 6, 1942 
The second meeting of the House of Delegates was 
held in the ballroom at 12:45 P. M., October 6, with 
Dr. Miller, President, presiding. 


The Medical Economics Committee presented the fol- 
lowing report: 

The American Mutual Liability Insurance Company 
offers the members of the Medical Society of Virginia 
professional protection insurance on a state-wide group 
basis with identically the same premium charge applying 
to individual members throughout the state that is now 
in effect in the larger city and county component societies. 

In addition, the company will require ne extra or 
penalty premium for those of our members doing ethical 
contract practice, nor any extra premium for members 
in the specialties, nor any extra charge for members 
practicing in any partnership, nor will there be any 
extra premium charged those members who maintain 
cots in or adjoining their offices used for the comfort 
and convenience of patients undergoing treatment or 
minor surgery. 

The company will return to its policyholders in this 
department, in cash or as a credit on the renewal of 
policies, the same rate of dividend declared on all of 
its business—whether its business with the members of 
the Medical Society of Virginia is profitable or not. 

Two years after this business with the company has 
been in force, the company will render to the Medical 
Society of Virginia a complete report showing its premium 
income during that time and its payments and expenses 
made in the settlement and handling of claims. When 
this is done the company and the Medical Society of 
Virginia will be in a position to agree upon a rate based 
on the established experience. 

The company’s resources total nearly fifty million dol- 
lars, it does business in every state in the union, it has 
the highest rating awarded insurance companies, and our 
independent investigation of its manner of doing business 
in this state indicates clearly that it enjoys nation-wide 
confidence. The plan proposed is in successful opera- 
tion in New York, Massachusetts, -and other states, and 
your committee recommends its acceptance by our Society 
and we request the full cooperation of our members in 
its full development in Virginia. 

Guy FIsHER, 
Chairman. 
This was accepted. 


The changes in the By-Laws were next taken up. These 
were to continue the dues as $7.00 through 1943 and 
1944, and to omit Section 7 of Article VIII with regard 
to Councilor districts, until such time as the Judicial 
Committee might be able to work out a suitable plan. 
Adopted. 
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The Nominating Committee gave the following slate, 
which was unanimously adopted: 

President-Elect—Dr. C. B. Bowyer, Stonega. 

Vice-Presidents—Dr. W. L. Powell, Roanoke. 

Dr. W. R. Payne, Newport News. 
Dr. P. W. Boyd, Winchester. 

Secretary-Treasurer—Miss Agnes V. Edwards, Rich- 
mond. 

Dr. J. M. Emmett, Clifton Forge, was to succeed to 
the Presidency following this meeting. 

Councilors from the even numbered districts were 
named as follows for a term of two years: 

2nd—Dr. Julian L. Rawls, Norfolk. 
4th—Dr. J. L. Hamner, Mannboro. 
6th—Dr. J. J. Giesen, Radford. 
8th—Dr. H. B. Mulholland, University. 

It being stated that there would be a vacancy for the 
9th District due to the fact that Dr. Bowyer had been 
made President-Elect, Dr. W. C. Caudill, Pearisburg, 
was elected as councilor for the unexpired term of one 
year. ; 

Dr. J. M. Hutcheson, Richmond, was elected delegate 
and Dr. Carrington Williams, also of Richmond, alternate 
to the American Medical Association for a term of two 
years, Drs. W. B. Martin and Roshier W. Miller holding 
over as delegate and alternate for another year. 


Dr. W. O. Bailey moved that a vote of thanks be 
extended to the Roanoke Academy of Medicine for its 
splendid preparations and entertainment and to the Hotel 
Roanoke, it being felt that the service there had been 


almost perfect. This was unanimously adopted. 


Dr. Frank Johns moved that the House of Delegates go 
on record as expressing thanks to Mr. Preston Collins 
for his work on our behalf in the last legislature. Carried. 


The place of meeting for next year being left to the 
Council, Dr. Fisher moved that they be urged to decide 
on this as soon as possible so as to make reservations be- 
Dr. Rawls did not 
believe any hotel could guarantee reservations a year 


cause of hotel space, etc. Seconded. 
from now as they do not know what the government is 
going to do. Dr. Fisher’s motion was carried. 


There being no further business, the House adjourned. 
AcNEs V, Epwarps, 
Approved: 
RosHIER W. MILLER, 
President. 


Secretary. 


Auditor’s Report 
October 1, 1941-September 30, 1942 
THE OFFICERS AND COUNCILORS, 
MEDICAL SOCIETY OF VIRGINIA, 
RICHMOND, VIRGINIA. 
JENTLEMEN: 

We have made an examination of the books of account 
of the Medical Society of Virginia for its fiscal year 
ended September 30, 1942, and present herewith our re- 
port thereon, consisting of the following financial state- 
ments and related comments. 
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EXHIBITS 
“A” Balance Sheet. 
“B” Statement of Income and Expense. 
“C” Receipts and Disbursements—Special Funds. 
Comments 
The financial condition of the Society at September 
30, 1942, is stated in the Balance Sheet, Exhibit “A”. 
The assets and liabilities as of Setpember 30, 1941, and 
September 30, 1942, are shown in condensed form below: 


ASSETS: 9-30-42 9-30-41 
Cash $23,985.60 $19,319.07 
Accounts Receivable 1,420.48 1,255.94 
U. S. Savings Bonds—At Cost 2,400.00 _—__2,400.00 

TOMS. .255~~ s $27,806.08 $22,975.0 

LIABILITIES AND RESERVE: 

Accounts Payable $ 665.71 $ 688.70 
Reserve for Special Funds __ 4,646.64 —— 2,350.71 
TOTALS DE $ 5,312.35 $ 3,039.41 

SuRPLUS—GENERAL FUND: 

Excess of Assets over Liabilities. 22,493.73 — 19,935.60 
$27,806.08 $22,975.01 





The Income and Expenses of the General Fund for 
the fiscal year ended September 30, 1942, are detailed 
in Exhibit 
bursements basis. 


“B”, prepared on the cash receipts and dis- 
The operations for both the current 
and preceding year are summarized as follows: 

YEAR ENDED 


INCOME: 9-30-42 9-30-41 
Medical Society $ 5,765.79 $ 5,522.12 
Medical Monthly Publication- 11,559.20 11,657.06 

Torats $17,324.99 $17,179.18 

EXPENSES: 

Medical Society $ 4,940.68 $ 5,302.46 
Medical Monthly Publication 10,013.71 9,384.38 
‘TOTALS , $14,954.39 $14,686.84 

SurpLus INCOME FOR YEAR $ 2,370.60 $ 2,492.34 


The foregoing table does not include the receipts and 
disbursements of the special commercial exhibits fund, 
The trans- 
actions of these funds are given in Exhibit “C” of our 


and the special legislative committee fund. 


report. 
The membership dues are $7.00 annually and collec- 
tions thereon are accounted for in the books of account 


as follows: 


The General Fund expenses $ 3.00 
For Subscription to the Medical Journal 2.00 
For Legislative Committee expenses 2.00 


Cash balances as of September 30, 1942, and names 
of the depositories are listed below: 
Checking Account: 


First & Merchants National Bank $11,155.48 
Savings Accounts: 

First & Merchants National Bank $ 4,312.63 

Southern Bank & Trust Co. 3,072.91 

The Morris Plan Bank of Virginia 5,444.58 — 12,830.12 


(ee $23,985.60 





Balances on deposit are for account of: 
General Fund $19,338.96 
Legislative Committee Fund 4,646.64 $23,985.60 
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Investment in United States Savings Bonds was as 
follows: 


: VALUE VALUE AT Date OF 
Cost 9-30-42 MATURITY MATURITY 
$ 525.00 $ 602.00 $ 700.00 February 1, 1946 
1,500.00 1,600.00 2,000.00 October 1, 1949 
__ 375.00 395.00 $00.00 March 1, 1950 
$2,400.00 $2,597.00 $3,200.00 








Insurance protection carried as indicated by policies 
on hand shows: 


Office Furniture and Fixtures ___...----$ 1,000.00 
Walter Reed Home, Belroi, Virginia_____-_____ 1,000.00 
‘Fidelity Bond—Secretary-Treasurer ---_.._-_* 2,500.00 


Accounts Receivable for membership dune, advertising, 
and subscriptions to the Medical Monthly publication are 
stated at collectible value as estimated by the executive 
Secretary-Treasurer. 

All recorded cash receipts were found to have been 
properly deposited in bank, and disbursements were sup- 
ported by satisfactory vouchers. Balances on deposit at 
the close of the year were independently confirmed and 
bonds owned were verified by inspection of the bonds on 
hand. The bookkeeping records for the year covered 
by our examination were found in proper order. 

Respectfully submitted, 
SHEPHERD, JACKSON & WIGGINS, 
Certified Public Accountants. 


Balance Sheet—September 30, 1942 
Exhibit “A” 
; ASSETS 
CASH: 
General Fund (Exhibit “B’”) 


$19,338.96 
Special Fund (Exhibit “C”)---~- 4,646.64 $23,985.60 


DUE FROM MEMBERS: 
(Estimated Collectible Value) : 
1942 Dues—125 @ $7.00 each 
ACCOUNTS RECEIVABLE: 
Virginia Medical Monthly: 
For Advertising —_----~- $ 519.48 
For Subscriptions (Estimated) 26.00 
SECURITIES: 
United States Savings Bonds—At 
Cost (Current Redemption Value 
NRT 
ToTaL ASSETS 


875.00 


545.48 


2,400.00 
--$27, 806.08 08 


LIABILITIES AND SURPLUS 
ACCOUNTS PAYABLE: 

For Preparation of MEDICAL JouR- 
1942 Issue_.$ 
For Printing and Supplies 
For Social Security Tax 


503.51 
139.10 
__ 23.10 $ 


NAL—September, 


665.71 
RESERVE FOR SPECIAL FUND: 
Unexpended Cash Balance 
SuRPLUS—GENERAL FUND: 
Excess of Assets over Liabilities _ 22,493.73 
Tora. LIABILITIES AND SURPLUS___---_--- $27,806.08 


4,646.64 
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Statement of Income and Expense 
Fiscal Year Ended September 30, 1942 
Exhibit “B” 


MEDICAL SOCIETY OF VIRGINIA DIVISION 


INCOME: ACTUAL 
Membership Dues @ $3.00 each__$ 5,114.50 
Royalties on History of Medicine 


BUDGET 


|) a oa as 43.75 
Interest on Savings Renietie (Y%) 92.80 
Commercial Exhibits—Net Income 69.52 
Refund: by Department of Clinical 

and Medical Education—1940-41 

Ee ee nara _ 445.22 

7... daeatak $ 5, 5,765. 79 
EXPENSES: 


Salaries (Apportioned) : 
Secretary-Treasurer $1,800.00 
Clerical Assistance _ 990.00, $ 2,790.00 $ 2,790.00 





Office Rent and Telephone 360.74 365.00 
Stationery and Office Supplies 76.92 75.00 
Repairs and Replacements 98.94 138.00 
Postage —__- a 225.00 
Audit Fee (%) - eres 30.00 30.00 
Society Security Tax (34) _ 23.10 28.88 
Miscellaneous Expense 14.12 25.00 
President’s Expenses -____. 12.50 100.00 
President-Elect’s Expenses 50.00 
Councilors and Officers’ Expenses 30.04 75.00 
Delegates to A.M.A. Convention 52.65 100.00 
Delegate to U.S.P. Convention 41.22 41.22 
Convention Expenses ____- ‘520.85 610.00 
Committee on Scientific Exhibits 236.54 350.00 
Department of Clinical and Med- 
ical Education ‘ a 367.70 1,200.00 
Committee on Medical Economics 75.00 
Walter Reed Commission 24.00 75.00 
Committee on Child Welfare 8.00 10.00 
Committee on Maternal Health 11.50 20.00 
Committee on Cancer __--~~- 20.00 
Committee on Medical Prepared- 
ae ~ 36.12 75.00 
Committee on Industrial Health _ 3.00 | 20.00 
cS $ 4,940.68 $ 6,498.10 
SuRPLUS INCOME FOR YeAr_ $ 825.11 
VirciniA Mepicat MontTHLY DIvIsION 
INCOME: ACTUAL BUDGET 
Advertising $ 7,741.43 
Subscriptions: 


Membership Dues—-@ $2.00 each 3,409.67 


Non-Members __------- 315.31 
Interest on Savings Accounts (1%) _92.79 
ee oes $11,559.20 © 
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EXPENSES: 
Salaries (Apportioned) : 
Secretary-Treasurer $1,800.00 
Clerical Assistance _ 990.00 $ 2,790.00 $ 2,790.00 


Preparation of Journal (including 


Cost of Distribution) - 6,605.83* 6,815.00 
Office Rent and Telephone 361.74 365.00 
Stationery and Office Supplies 46.37 35.00 
Repairs and Replacements 98.96 138.00 
Office Postage ae 38.06 45.00 
Audit Fee (%) ~_--___- 30.00 30.00 

Social Security Tax (%4) 23.10 28.88 
Miscellaneous Expense - = 19.65 20.00 

Tei _____... $10,013.71 $10,266.88 
SuRPLUS INCOME FOR YEAR $ 1,545.49 


*Includes cost of 50,000 mailing envelopes on hand at 
9-30-42, $214.63. Also includes $100.00 for copy on legal 
medicine for November 1942 issue of the MEDICAL JourR- 
NAL, é: 


Summary of Operations 


ACTUAL ACTUAL SURPLUS 
DIVISION INCOME EXPENSES INCOME 
Medical Society $ 5,765.79 $ 4,940.68 $ 825.11 
Medical Journal ______ 11,559.20 10,013.71 1,545.49 
Torats__. $17,324.99 $14,954.39 $ 2,370.60 
RECONCILIATION OF CASH BALANCE: 
Balance—October 1, 1941 $16,968.36 
Add: Surplus Income for Year 2,370.60 
BALANCE—SEPTEMBER 30, 1942 $19,338.96 


Receipts and Disbursements—Special Funds 
For Fiscal Year Ended September 30, 1942 
Exhibit “C” 
COMMERCIAL EXHIBITS FuND: 
Cash Balance—October 1, 1941__$ 
Add: Receipts for the Year 
TOTAL AVAILABLE ____. aes 


818.22 
443.33 
fee $ 1,261.55 
Disbursements for the Year $ 1,192.03 
Transferred to the General Fund _ 69.52 


ToTaL ACCOUNTED For $ 1,261.55 


LEGISLATIVE COMMITTEE FUND: 
Balance—October 1, 1941 
Receipts: 

Membership Dues @ $2.00 each 3,183.00 

Voluntary Contributions és 1,366.00* 

ToTat AVAILABLE Realvicts $ 6,081.49 
Disbursements: 

Legal Services and Other Expenses 
BALANCE—SEPTEMBER 30, 1942 


$ 1,532.49 


1,434.85 
$ 4,646.64 


RECONCILIATION OF CASH BALANCE: 
Balance—October 1, 1941 
Add: Excess of Receipts over Disbursements 
ee ee 
BALANCE—SEPTEMBER 30, 1942 A 


$ 2,350.71 


2,295.93 
__$ 4,646.64 


*Solicited by the Legislative Committee for special work. 
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Book Announcements 


Books received for review are promptly acknowl- 
edged in this column. In most cases, reviews will 
be published shortly after the acknowledgment of 


receipt. However, we assume no obligation in return 


for the courtesy of those sending us the same. 


Facts for Childless Couples. By E. C. HAMBLEN, 
M.D., Associate Professor of Obstetrics and Gynecol- 
ogy, Duke University School of Medicine; Chief 
of the Endocrine Division of the Department of 
Obstetrics and Gynecology and Endocrinology, Duke 
Hospital, Durham, N. C. Charles C. Thomas, 
Springfield, Illinois. 1942. Cloth. Price 
$2.00. 


103 pages. 


Blood Substitutes and Blood Transfusion. Edited by 
Stuart Mudd, M.A., M.D., Professor of Bacteriology, 
University of Pennsylvania School of Medicine; and 
William Thalhimer, M.D., Director, Human Serum 
Division Public Health Research Institute of the 
City of New York, Inc. Charles C. Thomas, Spring- 
field, Illinois. 1942. xiv-407 pages. Illustrated. 
Cloth. Price $5.00. 


Doctors of the Mind. The Story of Psychiatry. By 
MARIE BEYNON RAY. Little, Brown and Com- 


pany. Boston. 1942. xii-335 pages. Cloth. Price 
$3.00. 
The Mind and Its Disorders. By JAMES N. 


BRAWNER, M.D., Medical Superintendent, Brawn- 
er’s Sanitarium, Smyrna, Ga. Walter W. Brown 
Publishing Company, Atlanta, Georgia. 1942. 228 
pages. Cloth. Price $3.50. 


Fundamentals of Psychiatry. By EDWARD A. 
STRECKER, M.D., Sc.D., F.A.C.P., Professor of 
Psychiatry and Chairman of the Department, 
Undergradute School of Medicine, University of 
Pennsylvania; Psychiatrist to the Pennsylvania 
Hospital; and Attending Psychiatrist, Psychopathic 


Division, Philadelphia General Hospital. Phila- 
delphia. J. B. Lippincott Company. 1942. xvii-201 
pages. 15 illustrations. Cloth. Price $3.00. 


When Doctors Are Rationed. By DWIGHT ANDER- 
SON, Director Public Relations, Medical Society 
of the State of New York. And. MARGARET BAY- 
LOUS, Therapist, Charleston General Hospital, 
Charleston, W. Va. Coward-McCann, Inc., New 
York. 1942. 255 pages. Cloth. Price $2.00. 


Bacteriology Laboratory Methods. By E. S. KING, 
M.D., Professor of Bacteriology, Bowman Gray 
School of Medicine of Wake Forest College; Bac- 
teriologist to the Baptist Hospital, Winston-Salem, 
N. C. Charlotte Medical Press, Charlotte, N. C. 
1941. 175 pages plus index. Cloth. Price $2.50. 


Tables of Food Values. By ALICE V. BRADLEY, 
M.S., Associate Professor of Nutrition and Health 
Education, State College, Santa Barbara, Califor- 
nia. Completely Revised and Enlarged. The Manual 
Arts Press, Peoria, Ill. 1942. 224 pages. Cloth. 
Price $3.50. 
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The National Formulary. Seventh Edition. Prepared 
by the Committee on National Formulary. By Au- 
thority of the American Pharmaceutical Associa- 
tion. . Official from November 1, 1942. Published 
by the American Pharmaceutical Association, Wash- 
ington, D. C. 1942. viii-690 pages. Cloth. 

The first U. S. Pharmacopoeia had its inception 
in January, 1817, when Dr. Lyman Spalding cf 
New York City submitted to the Medical Society 
of the County of New York a proposal for the for- 
mation of a National Pharmacopoeia. Since then 
it has been revised at regular intervals of about ten 
years, the twelfth revision now being available, and 
effective from November 1, 1942. 

Under existing plans the Pharmacopoeia will be 
continuously revised as occasion demands and a 
complete new revision issued every five years. Any 
changes made during this period, either in the ar- 
ticles already in the Pharmacopoeia or in the form 
of additions to those already present will be covered 
The first 
Supplement has already been issued, making changes 


by Supplements issued from time to time. 


in some of the pharmacopoeial monographs due to 
war conditions. For instance, physicians might al- 
ready have noticed the difference between Tincture 
of Green Soap, U. S. P. XI and U. S. P. XII, the 
difference being due to the use of Oil of Cedar in 
the place of Oil of Lavender as a perfuming agent. 

The U. S. Pharmacopoeias have all been outstand- 
ing books. This latest one however, gives evidence 
of being the best one published. It represents the 
endeavors of the best medical, pharmaceutical, and 
chemical experts in this country who have given free- 
ly of their talents and time. 

The U. S. P. XII omits about 85 medicaments 
which were official in U. S. P. XI. 
ticles which have been dropped are Vinegar of Squill, 


Among the ar- 


Acriflavin, Asafoetida, Cantharides, Brown Mix- 
ture, Dover’s Powders, and Mass of Mercury. About 
160 drug and drug forms have been added. These 
include Aminoacetic acid, Bentonite, various tablet, 
capsule and ampule forms. of medication, Totaquine, 
Insulin, Sulfanilamide, and Human plasma. 

One of the most important changes made in so far 
as biologically assayed drugs are concerned is the 
change from the frog method of assaying digitalis 


to the cat method. It may be pointed out that the 


| December, 


digitalis of U. S. P. XII will be somewhat less active 

than the digitalis of the U. S. P. XI. 
Unfortunately, the U. 

form a part of the library of a great many physicians. 


S. Pharmacopoeia does. not 


It can be a very important book to medical men and 
pharmacists alike and the reviewer recommends that 
all physicians have readily available a Pharmaco- 
poeia for reference purposes. It contains a surpris- 
ing amount of useful and accurate information con- 
cerning the more important drugs. 

H. B. H. 


New Books. 

The following are recent acquisitions to the 
Library of the Medical College of Virginia and 
are available to our readers, the only cost being 
return postage: 


Cole & Puestow—First aid; surgical and medical. 

Conel, J. L.—The post-natal development of the human 
cerebral cortex. vol. 2. 

Cowdry, E. V. ed.—Problems of ageing. 2nd edition. 

Culbertson, J. T.—Medical parasitology. 

Dieuaide, F. R—Civilian health in wartime. 

Dyke & Davidoff—Roentgen treatment of diseases of the 
nervous system. 

Goldstein, K.—After effects of war neuroses. 

Homans, G. C.—Fatigue of workers. 

Jacobs, M. B.—War gases: their identification and decon- 
tamination 

Lambert, S. M.—A Yankee doctor in Paradise. 

Langstaff, J. B—Dr. Bard of Hyde Park. 

Lewis, T.—Pain. 

Lundy, J. S.—Clinical anesthesia. 

McCollum, C. H.—Pills and Proverbs. 

Miller, H. R=—Central autonomic regulations in health 
and disease. 

Moritz, A. R.—The pathology of trauma. 

Mudd, S.—Blood substitutes and blood transfusion. 

Nash, J.—Surgical physiology. 

National Research Council. Official military surgical 

manuals, 

vol. 1—Ivy—Plastic and maxillofacial surgery. 
vol. 2—Gradle—Ophthalmology and otolaryngology. 
vol. 3—Graham—Abdominal and genitourinary injuries, 

Regli, A~—The Mayos. 

Smith, E. V.—The making of a surgeon. 

Stedman’s practical medical dictionary. 15th rev. ed. 

Vandergrift, G. W.—Castor oil and quinine. 

Wangensteen, O.—Intestinal obstructions. 

Wise, C. A.—Religion in illness and health. 
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Editorials 


Wyndham Bolling Blanton, M.D., Editor Emeritus. 

HEN banks and large corporations want a young and energetic head, they pro- 

mote the president to the chairmanship of the Board of Directors. In this way 
they retain the benefits of the wisdom and experience of the old president while at the 
same time, they gain the advantage of the vigor and energy of the new president. 
Unfortunately, the VircintA MepicaL MontuHiy has no such position to offer Dr. 
Blanton, whose retirement as editor was announced in the November issue. We are 
happy to announce that Dr. Blanton is still a member of the Publication Committee, 
and the MONTHLY expects to continue to benefit by his rich scholarship. In the ten 
years that he has been editor of the MONTHLY, he has served the Medical Society of 
Virgina well. Under his editorship the Vrrcinta MepicAL MoNnTHLY has increased 
in usefulness and attractiveness until now it is one of the best State journals in this 
country. It was with real regret that his resignation as editor was accepted. 

Dr. Blanton was qualified for the position by both inheritance and training. His 
father, Dr. Charles Armistead Blanton, has been for years a leader in medical and 
educational circles in Richmond and in Virginia. Our retiring editor was graduated 
B.A. at Hampden-Sydney College in 1910, M.A. at the University of Virginia in 
1912, and M.D. at the College of Physicians and Surgeons of New York in 1916. 
He did graduate work at Columbia, Edinburgh and Berlin. In 1918 he married 
Natalie Friend McFaden. As soon as he began the practice of his profession in Rich- 
mond in 1920, he took an active part in the State Society and in the Richmond Academy 
of Medicine. We remember well one of his early papers, a case report of anthrax 
contracted from a new shaving brush. His description was so vivid that we were 
tempted to turn out our whiskers. Mayor Bright, who at that time was a regular 
attendant of the Academy of Medicine, did grow a Van Dyke shortly afterwards. 
Besides various other articles in medical magazines, he has contributed to the Dic- 
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tionary of American Biography; Richmond, Capital of Virginia; Today and Yesterday 
in the Heart of Virginia. He is the author of that outstanding State medical history, 
Medicine in Virginia in the Seventeenth Century, Medicine in Virginia in the Eighteenth 
Century and Medicine in Virginia in the Nineteenth Century. In 1933 Hampden- 
Sydney conferred upon him the honorary degree of Litt. D. 

In the first World War, Dr. Blanton served as a volunteer with Dr. Joseph Blake 
at the American Ambulance Hospital, Neuilly-sur-Seine, 1915, Captain Medical Corp, 
U. S. Army, Ft. Benjamin Harrison and Ft. Snelling; Chief of Laboratory Service, 
Cantonment Hospital, Camp Custer, Mich. 1918-19. His teaching positions at the 
Medical College of Virginia have included Associate Professor of Medicine and Pro- 





WYNDHAM BOLLING BLANTON, M.D. 


fessor of the History of Medicine. Since 1939 he has been Professor of Clinical 
Medicine. He is a trustee of the Union Theological Seminary, Virginia; a Fellow of 
the American Medical Association and of the American College of Physicians; a mem- 
ber Richmond Academy of Medicine (president in 1929); Virginia Academy of Science; 
American Association of the History of Medicine; Tri-State Medical Association of 
the Carolinas and Virginia; Southern Medical Association (just elected vice-president 
at the 1942 meeting); American Clinical and Climatological Association; Society of 
Colonial Wars; Society of Cincinnati in Virginia; Pi Kappa Alpha; Phi Chi; Omicron 
Delta Kappa; Sigma Delta Chi; and Phi Beta Kappa. 

Such is our retiring editor. In his last editorial he has outlined his aims and objects 
for the VircintA MepicaL MontHLy. It will be our object to continue these ideals 
as far as our abilities and the times will permit. 
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Crawford W. Long and Ether Anesthesia 
N 1942 fell the hundredth anniversary of the first surgical anesthesia. We were 
interested to see how it was celebrated in various parts of the world. In Atlanta 
the Theater Guild wrote and put on a play depicting Crawford W. Long and his opera- 
tion, which was greatly enjoyed by the local profession. (South. Surgeon 11:301, 1942). 
Dr. Frank Boland writes that the play was produced twice in Atlanta and once in 
Augusta at the meeting of the Medical Association of Georgia. In London A. D. 
Marston chose for his presidential address before the section of anesthetics of the Royal 
Society of Medicine, ‘““The Centenary of the first Anesthetic Use of Ether” (Proc. Roy. 
Soc. Med. 35:279, 1942). The American Association of the History of Medicine had a 
paper by Dr. Hugh Young. At the section on the History of Medicine of the Rich- 
mond Academy of Medicine, Dr. Lownes Peple described vividly the ether frolics that 
led up to Long’s discovery and the first operation upon Mr. Venable. He also pre- 
sented Mr. P. A. Wilhite, a grandson of Dr. P. A. Wilhite, who was a pupil of Craw- 
ford W. Long, and who called Marion Sims’ attention to Long’s priority. It was 
Marion Sims’ interest and influence and his article in the VIRGINIA MEDICAL MONTHLY 
(4; 81, 1877) in 1877, the year before Long’s death, that started the movement towards 
the recognition of Long’s great work. Mr. Wilhite gave to the Academy of Medicine 
some of his grandfather’s papers relating to the discovery of anesthesia and some let- 
ters from Marion Sims. Hygeia (20:274, 1942) carried an article by Logan Clenden- 
ing entitled “One Hundred Years of Anesthesia”. The Journal of the Medical Asso- 
ciation of Georgia carried an article, “The Centennial of the Golden Age of Anes- 
thesia” by J. A. Doherty (31:106, 1942). Pender and Lundy start off their article 
upon anesthesia in war surgery (War. Med. 2:193, 1942) with “Since the first clinical 
use of ether as an anesthetic agent in 1242... .” Anesthesiology carried a series ‘of 
exhaustive articles that began in the latter part of 1941 by T. E. Keys upon the devel- 
opment of anesthesia. W. H. Archer has a paper on the discovery of anesthesia in 
“Anesthesia and Analgia” (21:96, 1942) in which he half-heartedly concedes that 
Long was the first to make use of anesthesia, but that he had little if any influence 
upon the development of anesthesia. He quotes the action of the American Dental 
Association in 1664 to the effect that to Horace Wells, a dentist of Hartford, Connecti- 
cut, belongs the credit and honor of the introduction of anesthesia in the United States. 
He also quotes from the Transactions of the A. M. A. of 1870 “On motion of Dr. 
H. R. Storer of Massachusetts, it was resolved that the honor of the discovery of prac- 
tical anesthesia is due to the late Dr. Horace Wells of Connecticut.” This rearguard 
volley from the ranks of the dentists is the only discordant note in the 1942 volumes 
of praise of Crawford Williamson Long. 

Since the appearance of Marion Sims’ article in the VIRGINIA MEDICAL MONTHLY 
in 1877 (4:81, 1877) the growth of Long’s fame has been progressive. In 1896 Dr. 
Hugh Young read a paper before the John Hopkins Hospital Medical Society entitled 
“Long, the Discoverer of Anesthesia: A Presention of his Original Documents” (Bull. 
Johns Hopkins Hosp. 8:174, 1897). In 1910 Long’s original documents were exhib- 
ited at the British Medical Museum in connection with the meeting of the British 
Medical Association. The same year a monument to Long was unveiled at Jefferson, 
Georgia. In 1911 Dr. Dudley W. Buxton read a well documented paper before the 
Section of Anesthetics of the Royal Society of Medicine entitled, “Crawford William- 
son Long, (1815-1879): The Pioneer of Anesthesia and the first to suggest and employ 
Ether inhalation during Surgical Operations.” The next year the University of Penn- 
sylvania erected a plaque by Tait McKensie, and on this occasion Jack DaCosta 
(Selections from the papers and speeches of John Chalmers DaCosta, Philadelphia, 
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1931) gave an oration that will likely outlast the enduring bronze of McKensie. He 
says the claims of Long have found able champions in Sir James Paget, Dr. George 
Foy of Dublin, Dr. Hugh Young, Dr. Isham H. Goss, Dr. Luther Grandy, and Rose 
Pendleton Chiles. Dr. Francis R. 
admirable “History of Medicine in the United States. 


Packard tells the story very impartially in his 
*” In 1921 a monument to him 
was erected on the grounds of the University of Georgia at Athens, and in 1926 a shaft 
was erected at Danielsville, Georgia, his birthplace. It was also in 1926 that a marble 
statue of him as the first favored son of the State of Georgia was placed in Statuary 
Hall of the United States Capitol. In 1936 a handsome monument in Danielsville 
was unveiled, and the building in which the first operation under anesthesia was per- 
formed was marked with a suitable tablet. 

The notorious ether controversy in the Congress of the United States lasted for years 
and the Congress reached no decision. Recently, the United States Government has recog- 
nized Long as the discoverer of anesthesia and has issued a postage stamp in his honor. 
The address of the Postmaster General James A. Farley at Jefferson, Georgia, when 
the stamp was put on sale, April 8, 1940, can be found in the Journal of the Medical 
Association of Georgia. (Aug. 1940). 
ments, and tablets in honor of Dr. Long, as well as portraits of many persons who 
were associated with him and his discovery, can be found in Dr. Young’s excellent 
paper. (Bull. Hist. Med. 12:191, 1942.) 


Illustrations of the various statues, monu- 


President’s Message 


I am pleased to have this opportunity to express be short lived. In view of the fact that many of 





to the profession in the State my sincere gratitude 
for the honor which has been conferred upon me. 
The Medical Society of Virginia has a long and 
distinctive history with a fine record of achievement 
as a result of the efforts of its membership. The 
honor of being President of this Society is a valued 
culmination of my professional ambition. You may 
be sure that I shall carry out to the best of my 
ability the mandates of our profession during the 
period of my incumbency. I am acutely aware of 
my own limitations, but I am consoled to feel that 
I shall have available to me the advice and guid- 
ance of the whole profession in Virginia during 
these troublesome times. With a common interest 
we shall jointly meet the issues as they arise this 
year. 

During this period of our active attention to mili- 
tary matters many of our medical societies have 
cancelled their meetings and during the coming 
year other groups will probably plan not to have 
their annual meetings until the National Emergency 
is passed. Such a general cancellation of medical 
societies is, I think, justified, but we all hope that 
this curtailment of organized medical effort will 


our national and special societies will not meet dur- 
ing the coming year, I think an even greater re- 
sponsibility rests upon our State Society to carry 
It is 
probable that we can get sufficient transportation to 


on during this period with a renewed vigor. 


get to our annual meeting place without too much 
difficulty. 
satisfactorily if the doctors in our State can meet 


Organized medicine will function more 
in a body and discuss their problems. The opinion 
that our Society should have an annual meeting next 
year was abundantly expressed at the recent meet- 
ing of the House of Delegates of the Medical Society 
of Virginia. 

Strong special and standing committees have been 
appointed for the year’s work. I hope that these 
committeemen will devote the same time and effort 
to their committee work as has characterized their 
efforts in the past. It is very regrettable that the 
Chairmen of two of our important committees feel 
that they could not continue with their chairman- 
ships, namely, Dr. Wyndham Blanton, Chairman 
of the Committee on Publication and Program, and 
Dr. Dean Cole, Chairman of the Legislative Com- 
mittee. 
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Dr. Blanton has devoted a material effort in the 
The 
results of his work may be evaluated when one con- 


publication of our journal for many years. 


siders that our journal has a distinctive place with 
the best State journals in our country. This fine ac- 
complishment is largely due to the intelligent and 
interested work which Dr. Blanton has manifested 
in our publication. Dr. Blanton will remain on the 
Committee to lend his assistance to our new editor, 
Dr. M. Pierce Rucker. 
agree with me in my conviction that Dr. Rucker is 


I am sure that you will 


adequately able to carry on our fine publication in 
its high state of efficiency. The medical profession 
in Virginia is aware of Dr. Rucker’s scientific in- 
terest in medicine and the great contributions, which 
he has made in his special field of obstetrics. 

In the retirement of Dr. Dean Cole, as Chairman 
of the Legislative Committee, our Society has sus- 
Dr. Cole has fought the battles 
of organized medicine in the State with determina- 
It is true that 
he has not won all of his battles, but certainly he 


tained a real loss. 
tion, intelligence and perseverance. 
has left a definite impression of our interest with 


Any of these fail- 
ures may be attributed to the lack of assistance given 


the members of the Legislature. 
Dr. Cole by our profession. The work of the new 
Chairman of the Legislative Committee will be made 
The 
new Chairman of the Legislative Committee, Dr. 


easier as a result of Dr. Cole’s fine efforts. 


Frank S. Johns, is wonderfully equipped to repre- 
He will ap- 
proach his problems with a planned program, in- 
telligence and the fine degree of determination that 
has characterized his entire professional career. Dr. 


sent our interest in legislative matters. 


Johns will need the support of the entire membership 
of our Society during the coming year. Please re- 
member when his call is made upon you that he is 
asking your help in the interest of organized med- 
icine. Your response will be an evidence of your 
support of the profession in our State and your duty 
to the members of our profession who are away in 
military service. One of the obligations which we 
owe these men who have gone into the military 
service is to continue the high principles of the 
practice of medicine in Virginia so that when they 
return to us they will find the practice of medicine 
unchanged in our State. 


J. M. Emmett, M.D., President, 
Medical Society of Virginia. 
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The following are committees appointed by Dr. Emmett. 
Standing Committees 

(The numbers aftér 

of office, as the 


names indicate length of term 


By-Laws provide that new members 
of Standing Committees shall be named by the incoming 
President for terms of three years, except in the case of 
the Department of Clinical and Medical Education.) 

PUBLICATION AND PROGRAM: M. P. Rucker, M.D. (3), 
Richmond, Chairman; J. Edwin Wood, Jr., M.D. (2), 
Charlottesville; Wyndham B. Blanton, M.D. (1), Rich- 
mond. 

SCIENTIFIC EXHIBITS AND CLINICS: W. Ambrose McGee, 
M.D. (2), Richmond, Chairman; M. J. Dreyfuss, M.D. 
(3), Clifton Forge; W. W. S. Butler, M.D. (1), Roanoke. 

DEPARTMENT OF CLINICAL AND MeEpICcAL EDUCATION: 
Roshier W. Miller, M.D., Richmond, Chairman; Mr. 
George B. Zehmer, Charlottesville, Executive Secretary; 
I. C. Riggin, M.D., Richmond, State Healih Commissioner; 
Lee E. Sutton, M.D., Richmond, Medical College of Vir- 
ginia; H. B. Mulholland, M.D., Charlottesville, Univer- 
sity of Virginia; J. W. Preston, M.D., Roanoke; Noland 
M. Canter. M.D., Harrisonburg. - 
Frank S. Johns, M.D. (3), Richmond, 
Chairman; G. Colbert Tyler, M.D. (3), Newport News; 
J. Morrison Hutcheson, M.D. (3), Richmond; C. D. Nof- 
singer, M.D. (2), Roanoke; B. F. Eckles, M.D. (2), 
Galax; James P. King, M.D. (2), Radford; Dean B. 
Cole, M.D. (1), Richmond; W. D. Kendig, M.D. (1), 
Kenbridge; Alex. F. Robertson, M.D. (1), Staunton. 

MepiIcaL Economics: Guy R. Fisher, M.D. (1), Staun- 
ton, Chairman; M. J. Payne, M.D. (3), Staunton; Frank 
C. Pratt, M.D. (2), Fredericksburg; A. B. Hodges, M.D. 
(2) Norfolk; H. A. Latane, M.D. (3), Alexandria; Car- 
rington Williams, M.D. (1), Richmond. 

MEMBERSHIP: J. Bolling Jones, M.D. (3), Petersburg, 
Chairman; D. M. Kipps, M.D. (2), Front Royal; G. F. 
Simpson, M.D. (1), Purcellville. 

Eruics: I. C. Harrison, M.D. (1), Danville, Chairman; 
R. L. Raiford, M.D. (3), Franklin; T. K. McKee, M.D. 
(2), Saltville. 

JupiciaL: P. St. L. M.D. (1), 
Chairman; Donald S. Daniel, M.D. (2), 
John O. Boyd, M.D. (3), Roanoke. 


Special Committees 

Apvisory TO WoMAN’s AuxiLiary: W. E. Butler, M.D., 
Norfolk, Chairman; Hawes Campbell, Sr., M.D., Tur- 
pin; M. T. Vaden, M.D., Buena Vista. 

Cu1LpD WELFARE: F. D. Wilson, M.D., Norfolk, Chair- 
man; C. E. Conrad, M.D., Harrisonburg; Leta J. White, 
M.D., Petersburg; E. A. Harper, M.D., Lynchburg; 
Emily Gardner, M.D., Richmond; R. D. Bates, Sr., M.D., 
Newtown; Maurice Fliess, M.D., Clifton Forge. 

MATERNAL, HEALTH: T. J. Williams, M.D., Charlottes- 
ville, Chairman; C. J. Andrews, M.D., Norfolk; M. P. 
Rucker, M.D., Richmond; E. B. Kilby, M.D., Toano; 
A. M. Groseclose, M.D., Roanoke; J. A. Owen, M.D., 
Turbeville; H. Hudnall Ware, M.D., Richmond. 

WattTerR REED Commission: C. P. Jones, M.D., Newport 
News, Chairman; J. D. Clements, M.D., Ordinary; James 
W. Smith, M.D., Hayes Store. 


LEGISLATION : 


Moncure, Norfolk, 


Richmond; 
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MEDICAL PROGRAM FOR VIRGINIA CONFERENCE OF SOCIAL 
Work: Paul Davis, M.D., Roanoke, Chairman; J. M. 
Meredith, M.D., Richmond; J. E. Haynsworth, M.D., 
Lynchburg. . 

PNEUMONIA COMMISSION: Wyndham B. Blanton, M.D., 
Richmond, Chairman; Geo. B. Lawson, M.D., Roanoke; 
Harry Walker, M.D., Richmond; B. S. Yancey, M.D., 
Harrisonburg; Julian Beckwith, M.D., Clifton Forge; 
S. K. Ames, M.D., Cape Charles; P, S. Smith, M.D., 
Abingdon; H. B. Mulholland, M.D., Charlottesville ; 
Ernest G. Scott, M.D., Lynchburg; Manfred Call, III, 
M.D., Richmond; A. B. Hodges, M.D., Norfolk. 

To CONFER WITH STATE BoARD oF NurRSES’ EXAMINERS: 
W. Lowndes Peple, M.D., Richmond, Chairman; Russell 
Buxton, M.D., Newport News; R. P. Hawkins, M.D., 
Clifton Forge; C. B. Morton, M.D., Charlottesville; 
Elisha Barksdale, M.D., Lynchburg; A. P. Jones, M.D., 
Roanoke. 

SyPHILIs ConTrRoL: R. D. Kimbrough, M.D., Norfolk, 
Chairman; J. W. Love, M.D., Alexandria; C. L. Out- 
land, M.D., Richmond; D. C. Smith, M.D., Charlottes- 
ville; F. A. Sinclair, M.D., Newport News. 

Tusercutosis: F. B. Stafford, M.D., Sanatorium, Chair- 
man; E. C. Harper, M.D., Richmond; C. Lydon Harrell, 
M.D., Norfolk. 

Apvisory TO STATE DEPARTMENT OF HEALTH: F. H. 
Smith, M.D., Abingdon, Chairman; P. Q. Daniel, M.D., 
Big Rock; J. W. Devine, Sr., M.D., Lynchburg; J. M. 
Lynch, M.D., Cape Charles; W. O. Bailey, M.D., Lees- 
burg. 

Cancer: E. P. Lehman, M.D., Charlottesville, Chair- 


Soci 


Medical Examining Board of Virginia. 

At the meeting of the Board, held in Richmond, 
June 17-20, the following applicants were granted 
certificates to practice medicine in Virginia: 

Dr. Samuel Thompson Adams, The Plains. 

Dr. Hyman Hertzel Addlestone, Charleston, S. C. 

Dr. Trogler Francis Adkins, Winchester. 

Dr. Robert James Allen, Chattanooga, Tenn. 

Dr. Thomas Blakely S. Baer, Huntington, W. Va. 

Dr. William Ryland Bailey, Jr., Norfolk. 

Dr. Wallace Edgar Baker, Petersburg. 

Dr. Vincent Barber, Virginia Beach. 

Dr. Maxwell Rufus Berry, Jr., Richmond. 

Dr. Alfred Rives Berkeley, Jr., Charlottesville. 

Dr. Henry A. Bonynge, Gordonsville. 

Dr. Robert Lee Brickhouse, Norfolk. 

Dr. Louis Percival Britt, Charlottesville. 

Dr. George Kirby Brooks, Jr., Canal Zone, Panama. 

Dr. James Marion Bryant, Philadelphia, Pa. 

Dr. Lester James Buis, Richmond. 

Dr. Lloyd Byron Burk, Jr., Seattle, Wash. 
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man; I. C. Riggin, M.D., Richmond; R. L. Payne, M.D., 
Norfolk; Fred Hodges, M.D., Richmond; Hugh H. Trout, 
M.D., Roanoke; R. P. Bell, M.D., Staunton; Wright 
Clarkson, M.D., Petersburg; I. A. Bigger, M.D., Rich- 
mond; George Zur Williams, M.D., Richmond. 

INDUSTRIAL HEALTH: F. J. Wampler, M.D., Richmond, 
Chairman; W.R. Whitman, M.D., Roanoke; I. C. Riggan, 
M.D., Richmond; H. W. Decker, M.D., Richmond; H. U. 
Stephenson, M.D., Richmond; G. McL. Lawson, M.D., 
Charlottesville; J. V. Jordan, M.D., Covington; A. M. 
McCausland, M.D., Radford. 

COORDINATION OF MEDICINE, DENTISTRY, PHARMACY AND 
Nursinc: H. B. Haag, M.D., Richmond, Chairman; Guy 
Harrison, D.D.S., Richmond; D. G. Chapman, M.D., 
Richmond. 

HEALTH Museum: E. C. Matthews, M.D., Richmond, 
Chairman; Wm. Meyer, M.D., Herndon; Frank N. Pole, 
M.D., Richmond. 

To Stupy CLINIcAL LABoraToriEs: W. E. Bray, M.D., 
Charlottesville, Chairman; J. H. Scherer, M.D., Rich- 
mond; K. D. Graves. M.D., Roanoke. ‘ 

To Stupy CoroNER SITUATION: Wyndham B. Blanton, 
M.D., Richmond, Chairman; Morris B. Beecroft, M.D., 
Newport News; Kenneth D. Graves, M.D., Roanoke; 
J. Edwin Wood, Jr., M.D., Charlottesville; Ernest G. 
Scott, M.D., Lynchburg; J. H. Scherer, M.D., Richmond. 

To Strupy INTERN DISTRIBUTION IN DEFENSE AREAS: 
James H. Smith, M.D., Richmond, Chairman; R. V. 
Funsten, M.D., Charlottesville; C. Lyndon Harrell, M.D., 
Norfolk. 


eties 


Dr. Carolina J. Buttrick, Hampton. 

Dr. William Edward Byrd, University. 

Dr. Eugene Mead Caffey, Jr., Charlottesville. 
Dr. Malcolm Campbell, Abingdon. 

Dr. Daniel Parker Card, Lexington. 

Dr. James Walter Choate, Jr., Norfolk. 

Dr. Eric Rudolph Clarke, Richmond. 

Dr. Lintner Earl Clark, Charleston, S. C. 

Dr. Jesse Newton Clore, Jr., Charleston, S. C. 
Dr. Barnett Herman Cooper, Dante. 

Dr. William Foscue Cox, Winston-Salem, N. C. 
Dr. Joseph Wentworth Coxe, III, Roanoke. 
Dr. Horace Emerson Cromer, Charlottesville. 
Dr. William Grant Crook, Philadelphia, Pa. 
Dr. James Edwin Cross, Charlottesville. 

Dr. Edgar Lee Crumpacker, Roanoke. 

Dr. A. J. Crutchfield, University. 

Dr. Hiram Wilson Davis, Williamsburg. 

Dr. Pauline Nichols Davis, Richmond. 

Dr. William Ashby Davis, Agricola. 

Dr. Gerald Fisk Dederick, Jr., Richmond. 
Dr. Richard Laurens DeSaussure, Charlottesville. 
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Dr. Henry Price Deyerle, Harrisonburg. Dr. Frederick Dewitt Maphis, Jr., Richmond. 
Dr. Monroe Thomas Diamond, New York, N. Y. Dr. Maxwell Jerome Marder, Bayonne, N. J. 
Dr. Martin Donelson, Jr., Charlottesville. Dr. Berkeley Hancock Martin, Jr., Norfolk. 
Dr. Herbert Grasty Dickie, Jr., Charlottesville. Dr. John William Massey, Jr., Richmond. 
Dr. James William Dickie, Roseland. *Dr. James Miree, Jr., Washington, D. C. 
Dr. Adolph Edward Drexel, Richmond. Dr. Donald Carruth McCollum, Arlington. 
Dr. Charles Robert DuGan, Philadelphia, Pa. Dr. Anabel Shawkey McConnell, Gate City. 
Dr. Robert George Dunn, Jr., Richmond. Dr. Jeannette Shute McConnell, Philadelphia, Pa 
Dr. Alexander Dworsky, Brooklyn, N. Y. Dr. Edward Prince McCreery, Jr., Hinton, W. Va. 
Dr. Edward Jones Evans, Huntington, W. Va. Dr. John Samuel McFall, Huntington, W. Va. 
Dr. Everett Idris Evans, Richmond. Dr. Walter Jones McLendon, Roanoke. 
Dr. George Edward Ewart, Richmond. Dr. Herman Arnold Meyersburg, Charlottesville. 
Dr. Clarence Clayton Fabric, Radford. Dr. Clifford Devere Miller, Charleston, S. C. 
Dr. Harry Edwin Farver, Charlottesville. Dr. Ralph Bretney Miller, Alexandria. 
Dr. Douglass Durston Fear, Roanoke. Dr. Robert Hartwell Mitchell, Radford. 
Dr. Russell Sylvester Fisher, Detroit, Mich. Dr. Mervin Hur Mitchell, Roanoke. 
Dr. Glenn Taylor Foust, Jr., Charlottesville. Dr. Herbert Heinrich Neisser, Brockport, N. Y. 
Dr. Charles Gabriel Fox, Jr., Louisville, Ky. Dr. William Henry Nicholson, Elkton. 
Dr. Everett Lyle Gage, Bluefield, W. Va. Dr. John Wendell Oats, III, Philadelphia, Pa. : 
Dr. David Hoge Gatherum, Madison, Wis. Dr. John Teaford Obenschain, Staunton. 
Dr. Richard Connell Geringer, Roanoke. Dr. William Earl Overcash, Roanoke. 
Dr. Donald Roscoe Gilbert, Richmond. Dr. Franklin L. Overton. Jr., Richmond. 
Dr. Norman Ambrose Gililland, Alexandria. Dr. Victor Page Owen, Richmond. 
Dr. Eugene Oscar Goldstein, Hampton. Dr. Carl Putnam Parker, Jr., Richmond. 
Dr. Conrad Ludwig Gossels, Norfolk. Dr. Edwin Pearson Parker, III, Cincinnati, Ohio 
Dr. Bernard Gottfried, Brooklyn, N. Y. Dr. Seymour George Pelzer, Clinchco. 
Dr. Fred Chiles Green, Lawrenceville. Dr. Kemp Plummer, Richmond. 
Dr. William Franklin Grigg, Jr., Washington, D. C. Dr. Leonard David Policoff, Richmond. 
Dr. John Moir Hall, Ann Arbor, Mich. Dr. Drake Pritchett, Danville. 
Dr. William Elgin Harman, Charlottesville. Dr. Constantine N. Psimas, Portsmouth. 
Dr. Ernell Annie C. Harris, Franklin. Dr. Oscar Lee Ramsey, Jr., Charleston, W. Va. 
Dr. Chapin Hawley, Cincinnati, Ohio. Dr. Barnie Murl Reagan, Calvin. 
Dr. John Chrisman Hawk, Jr., University. Dr. Duvahl Boone Ridgway, Roanoke. 
Dr. Ormond Lee Haynes, Wheeling, W. Va. Dr. Harry Charles Robelen. Jr., Richmond. 
Dr. Edmund McKeill Henderson, Bridgewater. Dr, Walker Reynolds, Jr., Fairfield, Ala. 
Dr. Edward Watts Hickson, Dante. Dr. Catherine Mary Roth, Charleston, W. Va. 
Dr. William H. Higgins, III, Richmond. Dr. Richard Larcombe Schley, Jr., Savannah, Ga 
Dr. Haywood Northrop Hill, Richmond. Dr. Ernst Schweiger, Portsmouth. 
Dr. William Wyatt Hoback, Roanoke. Dr. Sergei A. Serikoff, Roanoke. 
Dr. Julius Herman Hopkins, Petersburg. Dr. William Hamilton Shafer, Charlottesville. 
Dr. Jacob Samuel Huffman, Roanoke. Dr. Thomas Berkeley Smith, Ashland. 
Dr. Jethro Hurt Irby, Jr., Richmond. Dr. Robert Richard Stanley, Atlanta, Ga. 
Dr. Hunter Sheppard Jackson, Richmond Dr. Richard G. Stoneburner, Richmond. 
Dr. Clara Czacskes Joel, Richmond. Dr. Evelyn Louise Stull, Wilkes-Barre, Pa. 
Dr. Joseph Ralph Kallet, Richmond. Dr. William Nathaniel Thomas, Jr., Annapolis, Md. 
Dr. Leslie Kay, Norfolk. Dr. James Albert Thompson, Jr., Madison, Wis. 
Dr. Amy Louise Kuhn, Arlington. Dr. James Arthur Thweatt, Petersburg. 
Dr. Claude Smith Lawson, Jr., Richmond. Dr. Frank Blaine Truesdell, Richmond. 
Dr. Hans Lent, Richmond. Dr. Weir Mitchell Tucker, Richmond. 
Dr. Augustine Warner Lewis, Richmond. Dr. Amelia V. Tutles, Farmville. 
Dr. Donald Wayne Linck, University. Dr. Herbert Edward Valentine, Jr., Emory University. 
Dr. Leon Linder, Clifton Forge. Dr. John Alden Vann, Norfolk. 
Dr. John Kellam Lingo, Pungoteague. Dr. Maurice Sidney Vitsky, Washington, D. C. 
Dr. Ansel Lipman, New York, N. Y. Dr. William Watkins Walton, Norfolk. 
Dr. Preston Lowrance, Charlottesville. Dr. Oscar Wilde Ward, Jr., Richmond. 
Dr. Albert Slocomb MacMillan, Charlottesville, Dr. Herbert Fariss Webb, Richmond. 
Dr. Archibald Rich MacPherson, Arlington. Dr. Frederick Dashiell White, Charlottesville. 
Dr. Betty Allen Magruder, Charlottesville. Dr. David Calloway Whitehead, Nerfolk. 
Dr. Charles Adley Mangham, Washington, D. C. Dr. Joseph L. Wilkerson, Durham, N. C. . 
Dr. David Vye Mann, Randolph, Mass. *Certificate withheld pending completion of credentials. 
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Dr. John Franklin Williams, Richmend. 

Dr. Mervin Bowman Wine, Harrisonburg. 

Dr. Reuben Franklin Wohlford, Roanoke. 

Dr. Henry Wise Wood, Jr., Atlanta, Ga. 

Dr. Frederick Ray Woodward, Los Angeles, Calif. 

Dr. Leonard Jerome Yamshon, Haysi. 

Dr. Charles Augustus Young, Jr., Norfolk. 

Dr. Seymour Zaller, Hampton. 

Dr. Nathan I. Zavadier, Richmond. 

Dr. Arnold Milton Zetlin, Norfolk. 

Dr. Isaac Myers Zigler, Broadway. 

Dr. Walter Raymond Talmage, Petersburg (Homeo- 
vath). 


= 


= 


= 


James River Medical Society. 

Officers of this Society for 1943 were recently 
elected as follows: President, Dr. J. H. Yeatman, 
Fork Union; vice-president, Dr. O. L. Huffman, 
Arvonia; and secretary, Dr. Garland Dyches (re- 
elected), Dillwyn. 


The Clinch Valley and Wise County Medical 
Societies 


Met on November 6th at Norton, with an atten- 
dance of about 45 members and several visiting 
physicians. Following a Dutch dinner, the societies 
were addressed by Dr. Herbert Acuff of St Mary’s 
Hospital, Knoxville, Tenn., his subject being “The 
Diagnosis and Management of Upper Abdominal 
Conditions”. Dr. C. B. Bowyer, Stonega, president- 
elect of the Medical Society of Virginia, acted as 
chairman of the meeting, and the program was ar- 
ranged by the Wise County Society officers. 


Rockingham County Medical Society. 


At a recent meeting, the following officers were 
elected: President, Dr. H. Grant Preston, Harrison- 
burg; vice-president, Dr. B. W. Nash, Timberville; 
and secretary-treasurer, Dr. Thomas Scarlett, re- 
elected, Harrisonburg. This society meets the second 
Monday in November, February, May and August 
at the Rockingham Memorial Hospital in Harrison- 
burg. 


Albemarle County Medical Society. 

Dr. M. K. Humphries, Jr., Charlottesville, has 
been elected as secretary-treasurer to fill the unex- 
pired term of Dr. E. W. Kirby, Jr., who is now in 
the U. S. Army. At a recent meeting, Drs. Robert 
T. Rutherford, Jr., and Lyle J. Hansbrough, both 
of the University, were elected to membership. 
Norfolk County Medical Society. 

At the meeting of this Society on November 16th, 
the program was presented by the hospital staff of 
the Marine Hospital, and the following papers pre- 
sented: Some Aspects of Cardiac Infection by Dr. 
Leo Waitzkin; and Primary Atypical Bronchial 
Pneumonia by Dr. R. H. Smith. 

Due to the fact that so many members of this 
Society have entered the Services, and those left do 
not have as much time at their disposal as they 
have had in the past, there will be only two meetings 
a month, these being on the Ist and 3rd Mondays. 
The first will be the usual business session, and the 
second will be for discussion of such medical mat- 
ters as may be presented by selected speakers. 


The Roanoke Academy of Medicine 

Held its first regular monthly meeting on Novem- 
ber 2nd. The following program was presented: 
Battle Casualties on the Home Front by Dr. Paul 
Davis; The Value of Fluids in Infancy and Child- 
hood by Dr. Roger DuBose; and Virus Pneumonia 
and Its Treatment by Dr. John Giesen, invited guest 
of Radford. 

New members taken in at this meeting are Drs. 
M. Marie Thomas, Albert G. Schnurman, and 
Douglass D. Fear. 

Dr. Paul Davis is president of the Academy and 
Dr. Ruth Barnhart, secretary-treasurer. 

The Hopewell Medical Association 

Has re-elected its present officers for another year 
as follows; President, Dr. A. T. Brickhouse; vice- 
president, Dr. Oliver L. Jones; and secretary-treas- 
urer, Dr. W. M. Phipps. 


News 


Buy Christmas Seals! 

Help prevent a war time rise in tuberculosis by 
buying Christmas.seals. Make them part of your 
Christmas giving. 


Southern Medical Association, 

At the meeting of this Association held in Rich- 
mond, November 10-12, there were approximately 
1,400 doctors registered, with a total registration of 


[ December, 
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ladies, students, nurses, exhibitors, etc., of about 
2,500. Dr. Harvey F. Garrison, Jackson, Miss., 
succeeded Dr. M. Pinson Neal to the presidency, 
and the following were elected: president-elect, Dr. 
W. T. Wootton, Hot Springs, Ark.; vice-president, 
Dr. Wyndham B. Blanton, Richmond; chairman of 
Board of Trustees, Dr. F. K. Boland, Atlanta, Ga.; 
and chairman of the Council, Dr. Lucien A. LeDoux, 
New Orleans, La. Mr. C. P. Loranz, Birmingham, 
Ala., is secretary-manager. 

The executive committee of the Council, at its 
meeting in the late spring of next year, will decide 
on the place for the meeting in November 1943. 


News From Medical College of Virginia. 
Dr. Harvey B. Haag, professor of pharmacology, 
spoke before the staff of the George Washington 
University medical school on Facts about Tobacco 
Smoke of Interest to Physicians, October 29. 


Dr. Porter P. Vinson, professor of bronchoscopy, 
esophagoscopy, and gastroscopy, addressed the Inter- 
national Medical Assembly of the Inter-State Post- 
graduate Medical Association of North America at 
Chicago, Ill., on October 30, on The Diagnosis and 
Treatment of Pulmonary Abscess. 


we, 1. A. 


gave two lectures before the Oklahoma City Clinical 


Bigger, professor of surgery, recently 


Society on Penetrating Wounds of the Thorax and 
Wounds of the Major Peripheral Vessels. 


Dr. William B. Porter, professor of medicine, 
on November 4, participated in a refresher course 
in medicine at the Medical College of South Caro- 
lina, giving a paper on Cardio-Diaphragmatic Syn- 
drome, taking part in a discussion of the various 
aspects of cardio-vascular disease and in a clinical- 


pathological conference. 


The college has received a grant of $8,400 from 
the Office of Scientific Production and Research of 
the United States government for the continuation 
of research on shock, which is being done by Dr. 
E. I. Evans, assistant professor of surgery. 


The veterans of Base Hospital 45, World War I, 
had as guests the present college unit, General Hos- 
pital 45, in Armistice Day exercises on November 
11 at the Monumental Church at 12:00 noon. Dr. 
W. Lowndes Peple, representing Dr. Stuart Mc- 
Guire, honorary commander of Base Hospital 45 
Association, spoke briefly. The principal address 
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was given by Colonel Fred Rankin, Medical Corps, 
United States Army. Following the exercises 


luncheon was given by the college. 


During the sessions of the Southern Medical As- 
sociation in Richmond, November 10-12, many of 
the faculty of the college participated in programs. 
exhibits, and discussions. Many physicians attend- - 
ing the meeting were college visitors while in Rich- 
mond. Dr. J. C. Forbes, associate professor of bio- 
chemistry, and Dr. E. I. Evans, assistant professor 
of surgery, received honorable mention for their ex- 
hibits on Protective Action of Sulfanilimide Against 
Certain Liver Poisons, and Mrs. Louise Jones, in- 
structor in anatomy, received a scientific award for 
her exhibit of gross anatomy of presacral and facial 


nerves. 


News from University of Virginia, Depart- 
ment of Medicine. 

Two gifts by anonymous donors have recently 
been made to the William James Rucker Con- 
valescent Home for Children, one of 
another of $200. 


n 


$750 and 


Dr. H. E. Jordan and Dr. E. P. 
tended the annual meeting of the 


Lehman at- 
Association of 
American Medical Colleges in Louisville on Octo- 
ber 26 to 28. Dr. report as 
Chairman of the Association’s Committee on “The 


Lehman made a 


Teaching of Military Medicine”. 


ie. AC, 


awarded an honorary degree of Doctor of Science 


Speidel, Professor of Anatomy, was 


by his alma mater, Lafayette College, at the Found- 
ers’ Day Exercises on October 23. 


On Monday, October 19, Dr. C. P. Rhoads cf 
Memorial Hospital in New York gave the third an- 
nual lecture of the Alpha Eta Chapter of Phi 
Beta Pi. 
Cancer Production”. 


He spoke on “Diet and Experimental 


On Monday, October 26, a motion picture of 
‘The Biological and Clinical Activity of the Adrenal 
Cortex” was presented by the Upjohn Company in 
the Amphitheater. 


Married. 

Dr. Edwin C._ Bryce, II, and Miss Helen Anne 
Cox, both of Richmond, November 10th. Dr. Bryce 
is a graduate of the Medical College of Virginia, 
class of 1938. 





710 


Lt. Claude Marshall Lee, Jr., MC., USNR., Rich- 
mond, and Miss Sibyl Elizabeth Scribner, Honolulu, 
November 7th. Dr. Lee received his medical degree 
from the University of Virginia in 1935. 

Dr. Marion Lawrence White, Jr., and Miss Emma 
Cassandra White, both of University, November 
21st. Dr. White graduated from the University of 
Virginia in 1937. 

Dr. J. M. Bishop, 


Roanoke, who reported to the Norfolk Naval Hos- 
pital, Portsmouth, in September, and was commis- 
sioned Lieutenant Commander, has been released 
from duty and has re-opened his office and resumed 
the practice of pediatrics. 


Dr. E. G. Gill, 

Roanoke, was elected vice-chairman of the sec- 
tion of ophthalmology and otolaryngology at the re- 
cent meeting of the Southern Medical Association. 


Dr. Powell G. Dillard, 

Lynchburg, has been appointed as City School 
Doctor to succeed Dr. J. Paulett Clark who died 
recently. 


Dr. Guy Hinsdale, 

Formerly Medical Director of the Greenbrier 
Hotel, White Sulphur Springs, is now located in 
Lewisburg, W. Va. 

“The Greenbrier” Has New Name. 

The Greenbrier Hotel at White Sulphur Springs, 
W. Va., which has recently been taken over by the 
Army as a General Hospital, has been named in 
honor of the late Colonel Percy M. Ashburn, Med- 
ical Corps, first Commandant of the Medical Field 
Service School at Carlisle Barracks, Pa. 


Wanted. 


Used short wave diathermy machine. Must be 
late model, in perfect condition, and reasonably 
priced. Full particulars. Dr. T. H. Massey, Smith- 
field, Va. (Adv.) 

Wanted. 

Position by Virginia licensed physician, draft 

exempt. Prefer industrial or institutional practice. 


Able-bodied, single, experienced. Write ‘Doctor’, 
care this journal. (Adv.) 
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Obituaries 


Dr. Achilles Douglas Tyree, 

Clifton Forge, died November 12th, at the age of 
fifty-two. He was a graduate of the Medical College 
of Virginia in 1911 and had practiced at several 
places before locating at Clifton Forge in 1923. Dr. 
Tyree was a member of the Medical Society of Vir- 
ginia. His wife and a daughter survive him. 


Dr. John Paulett Clark, 


Well known physician of Lynchburg, died Novem- 
ber 9th. He was seventy-two years of age and a 
graduate in medicine of the University of Virginia 
in 1896. Dr. Clark had served as school physician 
for Lynchburg since 1918. He had been a member 
of the Medical Society of Virginia for forty-five 
years. 


Dr. Amos DeRussia Wood, 


Bluefield, W. Va., died September 14th. He was a 
native of Floyd County, Va., and seventy-three years 
of age. Dr. Wood graduated from the College of 
Physicians and Surgeons, Baltimore, in 1893. He 
had been a member of the Medical Society of Vir- 
ginia for forty-seven years. 


Dr. Horton Ryan Casparis, 


President of the Tennessee Tuberculosis Associa- 
tion and professor of Pediatrics at Vanderbilt Uni- 
versity, Nashville, Tennessee, died of a heart attack 
on November 11th in Richmond while attending the 
meeting of the Southern Medical Association. 


Dr. William Northam Trader, 

Sonyea, N. Y., died October 11th, at the age of 
sixty-five. He was a graduate of the University of 
Virginia, Department of Medicine, in 1904. 


Dr. Robert White Knox, 


Houston, Texas, died September 27th. He was 
eighty-two years of age and a graduate in medicine 
from the University of Virginia in 12882. Dr. Knox 
was a past president of the State Medical Associa- 
tion of Texas. 
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ST. ELIZABETH’S HOSPITAL 


RICHMOND, VIRGINIA 





J. SHEtton Horsiey, M. D 


Surgery and Gynecology 
Guy W. Horsey, M. D 


General Surgery and Proctology 
Internal Medicine 


Roentgenology 
Roentgenology 
Roentgenology 
Medical Illustration 


Surgery 

Internal Medicine 

James P, BAKER, JR., M. D Internal Medicine 
MARSHALL P. Gorpon, Jz., M. D 


Howe. F. SHANNON, D. M. D Dental Surgery 


Business Manager 
The Operating Rooms and all of the Front Bedrooms are completely Air-Conditioned. 


SCHOOL OF NURSING 


The School of Nursing is affiliated with Johns Hopkins Hospital Schoo! of Nursing 
in Baltimore for a three months’ course each in Pediatrics and Obstetrics. Address: 
DIRECTOR OF NURSING EDUCATION. 

















STUART CIRCLE HOSPITAL 


413-21 Sruart CircLe 
RICHMOND, VIRGINIA 


Medicine: Surgery: 








ALEXANDER G. Brown, Jr., M. D. 
OssorneE O. AsHworTH, M. D. 
MANFRED CALL, III, M. D. 

M. Morais PIncKNeEY, M. D. 
ALEXANDER G. Brown, III, M. D. 


Obstetrics: 
Ben H. Gray, M. D. 
Wm. Durwoopn Succes, M. D. 
Spotswoop Rosins, M. D. 


Ophthalmology, Otolaryngology: 

CuirTon M. Miter, M. D. 

W. L. Mason, M. D. 
Pediatrics: 

Atcigz S. Hurt, M. D. 

Cuas. PRESTON MAnGuM, M. D. 
Physiotherapy: 

Esa Lancgz, B. S., Technician 


CHARLES R. Rosins, M. D. 
Stuart N. MicHAux, M. D. 
A. STEPHENS GRAHAM, M. D. 
CHARLES R. Rosins, Jr., M. D. 


Urological Surgery: 
FRANK Pore, M. D. 
MarsHAL P, Gorpon, Jr., M. D. 


Oral Surgery: 
Guy R. Harrison, D. D. S. 


Pathology: 
REGENA Beck, M. D. 


Roentgenology and Radiology: 
Frep M. Honcgs, M. D. 
L. O. Sngap, M. D. 
R. A. Bercer, M D. 


Executive Director: 
HERBERT T. WAGNER, M. D. 
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gee the Conditioned 
Reflex treatment for 


alcoholism. Formulated to 


relieve the craving for 
alcoholic liquors within 
three to five days, with re- 
education working toward 
permanent abstinence after 
patient is discharged from 
the Sanitarium. Registered 
graduate nurses highly 
trained in this treltd aad 
working under supervision 


o f the Medical Director. 


JAMES S. MILLIKEN, M. D. 
VircIL JOHNSTON, Superintendent 
Telephone 8071 or Write Business Manager 
Box 940 for Details 


outheyn fines 


NORTH CAROLINA 
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SANATORIUM 


ESTABLISHED Ig!I!t RICHMOND, VIRGINIA 






For the Treatment of Nervous and Mental Disorders™ - 
and Addictions to Alcohol and Drugs a 


y f 


+ her bey 











THE STAFF 

















ASSOCIATES 
B. DARDEN, ™.D. EDWARD HM. WILLIAMS, M.D 


saxast MH. ALDERMAN, M_D. mex BLANKINSHIP, M.D { 


Mas. wate. vm ITERATURE ON REQUEST 





























“Gill Memorial Eye, Ear and Throat Hospital, Ine. 


ROANOKE, VIRGINIA 


DR. ELBYRNE G. GILL STAFF 


GEORGE P. STONE, B.S. 
DR. Jae H. GRESSET TE Laboratory and X-ray Technician 
Resident Physician 


DORIS JANES, B.S. 
DR. W. HAROLD BELL MARGARET WALROND, A.B. 


Research Technicians 


AUDREY WAGNER, R.N. 
Superintendent 





A Modern, Fireproof Hospital, Specially De- 
signed and Equipped for the Medical and Surgical 
Care of Ophthalmology, Oto-laryngology, Facio- 
Maxillary Surgery, Bronchoscopy and Esophagos- 
copy. 

Complete Laboratory and X-Ray Equipment. 

Physicians and Graduate Nurses in Constant 
Attendance. 

The Hospital offers a residentship of three years 
to a graduate of an approved medical school, who 
has had an internship of at least one year in an 
approved hospital. 

For further information, address 

















Superintendent, Box 2467, Roanoke, Virginia 
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SAINT ALBANS SANATORIUM 


RADFORD, VIRGINIA 








A private institution for the diagnosis and treatment of nervous and 
mental disease, alcoholism and those requiring general up-building. 


Frank A. STRICKLER, M. D. Wiey D. Lewis, M. D. James P. Kino, M. D. 


























Medical College of Virginia 


ducts See JOHNSTON-WILLIS | 
HOSPITAL 


Single private rooms and rooms for RICHMOND, + VIRGINIA 
two and four patients on the private 
floors are provided at reasonable rates. 


Accommodations for treatment of pa- x - 
tients in public wards are also available. 


Medical College of Virginia 
Hospital 

Dooley Hospital 

Saint Philip Hospital 

Outpatient Department 


A MODERN GENERAL HOSPITAL 
PRIVATELY MANAGED 


SITUATED IN THE QUIET OF THE 
WEST END RESIDENTIAL SECTION 


Lewis E. Jarrett, M.D., Director 
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McGUIRE CLINIC 


ST. LUKE’S HOSPITAL 
RICHMOND, - - - - - - - - VIRGINIA 


.. . MEDICAL AND SURGICAL STAFF... 


General Medicine Urology Obstetrics 

James H. Smirn, M.D. Austin I. Dopson, M.D. - peta hog - 

Hunter H. McGuire, M.D. Cuas, M. Netson, M.D. James M. WuttFietp, MD. 

MarcareT Nottinc, M.D. Otolaryngology P , 

Joun P. Lyncn, M.D. oentgenology 

. THOos E. HucuHes, M.D. is LiLoyp TABB, M.D. 
Orthopedic Surgery CG 1s 
encra urger 
Ww. Tate Granam, M.D. aiid Dental Surgery 
James T. Tucker, M.D. Stuart McGutrz, M.D. JouHNn Bett Wittiams, D.D.S. 
. W. Lownpes Pepte, M.D. Guy R. Harrison, D.D.S. 

Pathology Wesster P. Barnes, M.D. Ophthalmology 

J. H. Scnerer, M.D. Puitip W. Open, M.D. Francis H. Lez, M.D. 
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JEFFERSON HOSPITAL AND TRAINING SCHOOL FOR NURSES 


ROANOKE, VIRGINIA 


A Fully Equipped General Hospital for the Care of Medical and Surgical Cases 
No Drug Habitues, Contagious or Mental Cases received 
For further information address JAS. A. ARMSTRONG, Superintendent. 
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212 West Franklin Street 
TUCKER HOSPITAL 2USK7%8 
RICHMOND, VIRGINIA 





Private hospital for neuropsychiatric and endocrine cases under the charge of 
Drs. Beverley R. Tucker, Howard R. Masters and James Asa Shield. 























Doctors! Send us your orders for Letter Heads, 
Envelopes, Bills, and other printing needs. We as- 
sure you of Excellent Service, Fine Quality Work 
and Right Price. Will be glad to send prices if you 


will send us samples of your needs mentioning quan- 


tities ordered. Mail them NOW. 


wv 
wv 


THE WILLIAMS PRINTING COMPANY 
11-13-15 N. Fourteenth Street Richmond, Va. 
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AccepteD 


wERIC, 
ASSN 





TO AID IN THE 
WAR EFFORT 


It is the Patriotic Duty of every Physician to guard the 
health of the civilian population, now, as never before. 





BIOLOGICS 


for Immunization 


DIPHTHERIA TOXOID 


Alum “Precipitated 


DIPHTHERIA-TETANUS TOXOID 


(Combined) Alum Precipitated 


PERTUSSIS VACCINE 


10,000 million killed organisms 
20,000 million killed organisms 


SMALLPOX VACCINE 


(Vaccine Virus) 


TETANUS TOXOID 


Alum Precipitated 


TYPHOID VACCINE 


Plain or Combined 





Literature and Prices upon Request 


THE 


GILLILAND 
LABORATORIES, INC. 
MARIETTA, PA. 
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Component and Other Medical Societies in Virginia 


(Officers and Others are Requested to Notify the Monthly of Changes) 

















SOCIETY PRESIDENT SECRETARY TIME OF MEETING 

Accomac County ......-......- C. E. Critcher, New Church....J. C. Doughty, Onancock......Quarterly. 
Albemarle County ....--..-..-.R. V. Funsten, University -.-.. M. K. Humphries, Charlottesville-Monthly. 
Alexandria City .............. J. C. McCluer, Alexandria___-- S. H. Williams Alexandria....Monthly. 
Alleghany-Bath Counties —— L. A. Houff, Clifton Forge....R. P. Hawkins, Clifton Forge_.Bi-Monthly. 
oS eee G. A. Arhart, Amelia J. L. Hamner Mannboro.-.-..... 
Arlington County  .............. H. L. Bastien, Arlington._____ J. R. B. Hutchinson, Arlington._January, April, que. August. 
Augusta County -............. H. J. Morton, Staurts Draft...A. F. Robertson, Jr., Staunton_February, May, August, November. 
Bedford County ............... M. P. Rucker, Bedford___...-- W. V. Rucker, Bedford__...-... Quarterly. 
Botetourt County -.....--...... L. A. Micou, Eagle Rock...._.-- E. B. Morgan, Fincastle_._..... 
Charlotte County -~........... C. M. Nicholson, Charlotte C. H..J. R. Bailey, Keysville....._-.. 
Clinch Valley Med. Society_..._ C. H. Henderson, Norton_---.--- C. B. Bowyer, St Spring and Fall. 
Culpeper County ~.............. J. L. Stringfellow, Culpeper_...O. K. Burnette, Culpeper_......- 
Danville-Pittsylvania .......... C. W. Purcell, Danville__...._- erating Kinser, Jr, Danville-— 

County Division ...-.<<..0«<- H. H. Hamner, Chatham_-___--- . Thompson, Chatham----_. , 
Dick Buch Counti ‘si “ ] See f o: Sutherland, Haysi.....-.--. 
Elizabeth City County ~.--..... R. H. Wright, Phoebus__-..--~~- J. Lee Mann, Hampton----_--~--. 




























Fairfax County -... -E. S. Waring, Fairfax_._....- Alice Keissling, Falls Church..February, May, August, November. 
Fauquier County V. L. McCullers, Remington...J. Frank Folk, Warrenton----- Monthly. 

Kk ees ©... SF; Pe cc niassans F. C. Bedsaul, Floyd -- 

Fourth District and Southside_._B. H. Knight, Surry-.....____..C. E. Martin, Empori 5 times a year. 
Fredericksburg Med. Assn......- F. C. Pratt, Fredericksburg....L. A. Busch, Fredericksburg-...Monthly. 

OS ya L. P. Bailey, Nathalie__.__.____-- W. C. Brann, South Boston__---- 

Hanover County -.........----- J. A. Wright, Doswell_.........J. D. Hamner, Ashland--..----.Bi-Monthly. 

Isle of Wight County -_--..--- Rea Parker, Smithfield___.__-_-- ' 
James River Med. Society_...._ J. H. Yeatman, Fork Union_.--Garland Dyches, Dillwyn... -Quarterly. 

ON a ee J. H. Dellinger, Pennington Gap._C. H. Henderson, Bonny Blue-- 

Loudoun County ~.....--..---.. 4 & Spitler, Middleberg.....J. A. Gibson, Leesburg----~--- Monthly. 

SE SD oiccnntnnnnnmnninien ¢ | eee B. Pendleton, Cuckoo-------- 

Lynchburg Academy Jone Hundiey, Jr., — we A. Wilkins, Lynchburg------ Monthly. 

Mecklenburg County —__-....... H. H. Braxton, Chase City_-___- Ww. W. Wilkinson, LaCrosse oe 

Med. Assn. Valley of Virginia__Fred’k Gochnauer, Upperville___H. a Miller, September. 

Med. Soc. Northern Virginia____J. B. McKee, Winchester_______- Harris, "Winchester an 

Medical Society of Virginia_.__.J. M. Emmett, Clifton Nacongge ok V. Edwards, Richmond__ 

Mid-Tidewater Med. Society..--- A. W. Lewis, Aylett.........._ M. H. Harris, West Point___--- January, April, July, October. 
Nansemond County -.-...-..... E. C. Joyner, Suffolk_......--- B. Randolph Allen, Suffolk_----. 

Se CED ccccnamnncausaie Lotions Miller, Ambherst.___._.J. F. Thaxton, Tye River__---- 
aaa B. Hodges, Norfolk__.-__--_' L. B. Scott, Norfolk__...-__--- Weekly. 

Northampton County ~..---..-- a R. Hamilton, Nassawadox_..W. C. Henderson, Nassawadox__Quarterly. 

Nerthern Neck .............-- M. C. Oldham, Kilmarnock_.__Lee S. Liggan, Irvington_------- Spring and Fall. 

Orange County -.........----.. J. P. Hankins, Orange_........ 

Patrick-Henry Counties .._.-- --G. B. Dudley, Martinsville... F. B. Teague, Martinsville___-- January, April, July, October. 
Piedmont Med. Society Percy Harris, Scottsville ....-- EB. D. Davis, Croset .........--- 

Princess Anne County -...--__- R. W. Woodhouse, Va. Beach.-R. A. Stata, Oceana-._..~.----- 

Richmond Academy B. R. Tucker, Richmond_----_-- Mary Martha Nokely, Richmond_2nd and 4th Tuesdays. 

R ke Academy Paul Davis, Roanoke_--------- Ruth Barnhart, Roanoke__...-lst and 3rd Mondays. 





Rockbridge County -.--....-.-. E. P. Tompkins. Lexington. 

Rockingham County —....-..-- H. Grant Preston, Harrisonburg_ Thos. Scarlett, Harrisonburg____2nd Mondays, Feb., May., Aug., Nov. 
Russell County _.-............. T. G. Smith, Lebanon, R. D._--- W. C. Elliott, Lebanon, R. D._--- 

SS eee C. R. Fugate, Clinchport__.___~- 

Seaboard Med. Assn. .._....._. G. Erick Bell, Wilson, N. C....C. P. Jones, Newport News-_---- Wilson, N. C., December 1-3, 1942. 
Southampton County —_-.--.. . Morgan Raiford, Franklin......W. T. McLemore, Courtland_...April and September. 

South Piedmont Med. Society_._.Bernard H. Kyle, Lynchburg.._F. O. Plunkett, Lynchburg-_----Spring and Fall. 

Southwestern Virginia _______- James P. King, Radford__---- G. C. Williams, Pearisburg_-..April and September. 

Tazewell County -...-..-.---_- M. B. Crockett, Tazewell____- Mary E. Johnston, Tazewell__--- 


Tri-State Med. Assn. Va. & N.C. A. G. Brenizer, Charlotte, N.C...J. M. Northington, Charlotte, February, 1942, Greenville, S. C. 
N. C. 


Va. Neuropsychiatric Society_._._..w. G. Crutchfield, University._E. H. Williams, Richmond... January, May, trig 





Va. Orthopedic es B. H. Kyle, Lynchburg_---__--- C. E. Keefer, Lynchburg_------ Roanoke, Oct. 5-7, 1 
Va. Pediatric Society a W. L. Harris, Norfolk_._------ E. A. Harper, Lynchburg-_----- Roanoke, Oct. 5-7, 1942 
Va. BP of Med..A. A. Creecy, Newport News__E. B. Mewborne, Newport News_3rd Mondays. 
Va. Hadiclowical Society....... Wright Clarkson, 4 oe) H. Peterson, Roanoke_~-----. Roanoke, Oct. 5-7, 1942 
Va. Soc. Chest Physicians..__._ F. B. Stafford, Sanatorium-----. E. C. Harper, Richmond_-_---~--- 
Va. Society of Obst. & Gyn._.--. A. M. Groseclose. Roanoke_-_~-- W. C. Winn, Richmond-_-_--~---- Roanoke, Oct. 5-7, 1942 
Va. of O. | { See Guy R. Fisher, Staunton..--....Meade Edmunds, Petersburg----Staunton, 1942. 
Va. Urological Society......- ...L. D. Keyser, Roanoke---.-~--- W. W. Koontz, Lynchburg_-_---- Roanoke, Oct. 5-7, 1942 
Warwick County -...-..-...._- H. W. Potter, Newport woms.ie. > 7. Gave, Bownert News__Monthly. 
Wiiegubese-s ee A. M. Sneed, Toano-...------- ass amsburg-_-_.--- 

Wise Count  poonnaliinnia I: W. B. Barton, Stonega-------- 6. i Harshbarger, Norton___-_- Bi-Monthly. 
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30,000 MILES EACH 
WOULDN’T YOU SAY? 


Barring accidents, tires made alike will act alike. 
And the same goes for cigarettes. Only a cigarette 
made differently can be expected to have a different 


effect on the smoker. 


Puitie Morris is less irritating to the nose and 
throat* because of its distinctive method of manufac- 
ture. You can easily confirm that statement by mak- 
ing your own tests. Won’t you try Pui~ie Morris on 


your patients who smoke? 


PuHiL_ie Morris 


Puiie Morris & Co., Lrp., INc. 
119 FirtrH AveENuE, N. Y. 


* Laryngoscope, Feb. 1935, Vol. XLV, No. 2, 149-154 
Laryngoscope, Jan. 1937, Vol. XLVII, No. 1, 58-60 





TO PHYSICIANS WHO SMOKE A PIPE: We suggest an un- 
usually fine new blend—Country Doctor Pire Mixture. Made by the 
same process as used in the manufacture of Philip Morris Cigarettes. 
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THE NEW YORK POLYCLINIC 
MEDICAL SCHOOL AND HOSPITAL 


(Organized 1881) 


(The Pioneer Post-Graduate Medical Institution of America) 


ROENTGENOLOGY rds 


A comprehensive marge & of the physics and higher General 
mothensatiens involved, film interpretation, all stand- ae 
f Soleephg tot taems of calles Gector, toe Practitioner 


x-ray and radium, standard and special fluoroscopic 








procedures. A review of dermatological lesions * * . * . 
end tumors ensceptibie to resntgen thereny is given, Intensive full time instruction in 
together with methods and dosage calculation of those subjects which are of par- 
treatments. Special attention is given to the ° ° ar ° 
newer diagnostic methods associated with the em- ticular interest to the physician in 
hoe aoe ae general practice. The course 
w piodol, phy zation , eghh 
of cardiac chambers, perirenal insufflation and covers all branches of Medicine 
myelography. Discussions covering — de- 

partmental management are also included. and Surgery. 


For Information Address 


MEDICAL EXECUTIVE OFFICER, 345 West 50th Street, New York City 
































Tse 
hed 


fof Med icp 


DV vcin » 






Delicious and ee 


Refreshing 


Pause at the familiar red cooler for ice-cold Coca-Cola. Its life, sparkle 
and delicious taste will give you the real meaning of refreshment. 
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Out of the chaos and confusion—the burns, 
lacerated wounds and compound fractures— 
that was Pearl Harbor on that first Sunday of 
December, 1941 —have come many lessons. 
Not the least among them is the value of the 
sulfonamides—used topically for the manage- 
ment of the potentially infected traumata. 
Field conditions were ideal for the produc- 
tion of Clostridial infections—yet the incidence 
of gas gangrene was remarkably low and re- 
sulted in no deaths. Hospital facilities and 
surgical skill were hard-pressed and surgical 
operations were delayed from hours to days. 
Due in no small measure to the use of the 
sulfonamides, postoperative mortality was only 
3.8 per cent, and most of these fatalities were 
from shock and hemorrhage. 
Topical use of sulfonamides is assuming in- 


creasing importance not alone in military prac- 
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Destruction of barracks at Wheeler Field, T. H., December 7, 1941. 
Photo by U. S. Army Signal Corps. 


tice but in industry and civil life. These com- 
pounds should be regarded as an important 
adjunct to surgery, regardless of whether the 
surgeon is dealing with grossly contaminated 
wounds or maintaining asepsis in his opera- 
tive field. Further studies must, of course, be 
made to determine the method of application 
best suited for each type of wound. 

The Squibb Laboratories have available 
many of the sulfonamide compounds. There 
are several dosage forms under laboratory and 
clinical investigation and these will be pro- 
vided as the need arises and results prove 
favorable. 


ER: SQUIBB & SONS 


Manufacturing Chemists to the Medical Profession Since 1858 
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